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7 2) b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN Ib ¢, CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town} 
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field State Hospital 


yes) NO & 


© 


Pages 1 and 2 should be filed with 
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7 . 13. FATHER'S NAME We 14, MOTHER'S ce ate 

Frankliry Bandel Alice/Warner 
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3 z P, Ml. OTHER SI INT COND} INS CONTRIBUTING TO DEATH BUT T. RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
ry ie} 
oy c zc B.S yassocwith Senile brain disease with psychotic reaction. VSD) NO Bi 
a a al" Ep et 
fee / = 200. ACCIDENT WAS UNDERLYING oF 20b, DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Part | or Port I! of item 18.) 
5 & JOR CONTRIBUTING [J CAUSE OF DEA’ 
5 © [{IF EITHER, NOTIFY MEDICAL EXAMINER} 
io}  |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
5 8 Hour 0. m is While Not while factory, street, office bldg., etc.) | 
3 = p.m. at work [7] ot work 1 
‘e 
° 
= 
ri 
= 
= 
5 
2 
3 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


ni 


22d. ADDRESS 
NAME 


page 3 should be detached for use os the burial-transit permit. 


Fa a 230. BURIAL, cen 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION a town, or county) (Stote) 
> Beetiey pecify 

ae fat 1/20/61 Loudon Park Baltimore, Maryland 

e 25b. REGISTRARS SIGNATURE 


Catan £ Feud 


a= 
ar 
= 
2 
3 
& 
7 


20 L OECTO NATU) SS 250. REC'D BY REGISTRAR 
as Leche ze VS enn Loe /7 oate JAM 1 8 '61 


after death. Poge 4 


y the funeral 


thin “¢@ 
(s) 


The law requires thot the death certificote be executed wil 


R ATTENDING PHYSICIAN 


¢: 


may be 8 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottending physician and completely filled 


“a 
ce) 
=z 
° 
= 


ed by the haspital or attending physician. 


Pages 1 and 2 should be fi 


Then please remave carbon papers. 


permit. 


page 3 should be detached for use as the buriol-transi 


VS AIS (4) 
15M 9/5B 


the registror prior to burial, crematian, or removal, ond in ony event within 72 haurs ofter deoth. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


£23 CERTIFICATE OF DEATH C0425 


Reg. Dist. No. 
v Lape Seki UM a cae peace (Where deceased lived. If institution: Residence before admissian) 
2. COl b. COUNTY. 
C arro 11 MARYLAND Ve 
b. CITY OR TOWN {IF outside corporote limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURALand give nearest town) Xx 
t. Airy A_ Mt. 
d. NAME OF HOSPITAL (if not in hospitol, give street oddress) ) d. STREET ADDRESS fe. IS RESIDENCE 
OR INSTITUTION f ON A FARM? 
O7 Park Ave, 30% Park Ave, eGo: 
. NAME OF First liddl 4. DATE af 
DECEASED irsi Middle Lost BF Month Day fear 
[Type or print) Melvin W. Beall pests Ja 19 61 


9. AGE {In yeors 
lost birthdoy) 


b wiboweD [] bivorceo 1] Aug. 81 
Too. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 
during most of working life, even if retired} 


6. COLOR OR RACE | 7. MARRIED Bg NEVER MARRIED [[] 8. DATE OF BIRTH 


12. CITIZEN OF WHAT COUNTRY? 


Farmer Own farm Clarksburg, Md, USA 
}. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John W, Beall Summerville King 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? }16. SOCIAL SECURITY NO. INFORMANT Address. 


{Yen no or unknown) {IF yes, give wor or dates of service) 
No None Mrs Eva Beall Item 2 


18. CAUSE OF DEATH [Enter only one couse per line for (0) (b), ondg(c). INTERYAL BETWEEN 
% ONSEF AND DEATH 
PART 1. DEATH WAS CAUSED BY: & 7) ie 
IMMEDIATE CAUSE (0} At Y 
4. sd Nelid / DUE TO 
Conditions, it ony, which eLploritrebutic ¢ cardrinarulans sertark {@ 


gave rise to immediote 
couse (0), stoting the under, ( CUETO 
lying couse lost. eB 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}| 19. Ras eM ae 


Yes(] not) 


20a. ACCIDENT WAS UNDERLYING 1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour o. m. While Not while 
p.m. jot work [] of work 


21. I certify that | attended the deceased fram. /U//a 
alive a) iA tf ae ; wel __, and that death accurred of: 2OPM, frbm the causes and an the date stated above. 


ADDRESS (Sirert, or town, stote) VATE SIGNED 
ACTUAL . [ G 
SIGNATURI 2 } 


kena James P, Kerr 


20e, PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
foctory, street, office bldg., etc. aH 


Ww 


MEDICAL CERTIFICATION, 


2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (Stote) 
Meth, Damascus, Md. 
ADDRESS 2a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Damascus, Md, |oa JAH 24'61 Cithun £, Maan 


MARYLAND 7 UATE PE DEPARTMENT co) esti —BALTIMORE, 18 
426 CERTIFICATE OF DEATH reg. vit. nds U4 2 


eee 


18. CAUSE OF DEATH [Enter only one couse per linesfor (o}, (b), and {c)-] 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


/ DUE TO 


INTERVAL BETWEEN 
OlySET AND DEATH 


~ se 
& 3 = 1. PLACE OF. my ry ae oo {Where deceosed lived. tf institution: Residence before admission) 
Ff a. , os °. b. COUNTY 
“32 RR OLL Covnty ewe | * “apr Lanp@" CARROLL 
= eae) Gi|, > city or TOWN | ( Seay corporate limits, write | c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 
3 S a he y. RURAL and give nearest town) , 
vw 32 LuPAL J=A BURG 3 VRS bRAL 
ee deso 7 d. ate SH eee TAL {If nat in hospital, give street address) d. STREET ADDRESS 
ee 
{ y i= fm, 
wi 42S weve Hen ZL 
kc r. 
ag 3. NAME OF First Middle Doy 
g frmerrin APT? lake CARFIELP . en SAY, £9 vb 
e S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED, B. DATE OF BIRTH %. AGE (io aa IF co a AR] IF UNDER 24 HRS. 
r] Min. 
A wipowep [] Divorced [] KL#L FE fe 
8 Va. USUAL OCCUPATION me Kind of vale done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. fe LE (State or 4 country) eared OF been 
Juring most of working life, even if retired 
a 
gs? | ———— —_—_—_—_—— LTA. [LA VD Zi AS - 
a] 13. FATHER'S NAME 14. ZL FS JAME 
8 Ww, 7 - 
g L ZB 
£ = WAS eee Ca U.S. erED ORG 16. SOCIAL SECURITY NO. oz: Address 
5 (as, 00, oF unknown) (iF yes, give wor or dates of service) = 
ees a, ae a eat PUNKS BORO, (ID. 
8 
a 
© 
5 
a 
ie 


426 


Conditions, if any, which o 
gove rite to immediote 

couse (a}, stoting the under. ( DUE TO 
lying cause lost. a 


Pant Hl. OTHER SIGNIFICANT CONDITIONS CO! 


)|19. WAS AUTOPSY 
PERFORMED? 


yes (] NO, 


200, ACCIDENT WAS UNDERLYING [) 20b. DESCRIBI IW INJURY OCCURRED. (Enter nc 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


a 
ee 
= 
Fa 
S 
= 
is 
a 
te] 
E, 
= 
y 
& 
= 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED . PLACE OF INJURY (Home, form, | 20F. (Ci (County) {(Stote) 
Hour a. m. uu While Mariwhile, foctory, street, offiée bldg., etc. u & 
p.m. 19 [ot work 1] ot work 


21. 1 certify that | attended the 
alive com fee ff Ee dothat death accurred a 


Lb 
munstend a. 4 5 ae oe 


MD 
= 
Ro. BURIAL QREMATION, | 22b. DATE THEREOF 22d. LOCATION (City, tawn, ar cou: (Stote) 


«eee lay 22, £/ LD Oke An Met CL SVAENALE AID. 
of 


y 23. FUN my DIRECTOR’ foe / Wr i ODP ‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS (4) ca 
> ™~ Lag AV. ACGZOS Les tat Mes 


ae Se , 1%2_{that | last saw the deceased 


After this certificate has been signed by the attending physician ond campletely 


page 3 should be detached for use as the burial-transit permit. 


ACTUAL 
SIGNATUR AE LLre 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 J 


ined by the hospital or attending physicion. 


6 


the registrar prior to burial, cremotian, or removal, and in any event within 72 haurs after death. 


moy be ra 
TO FUNERAL DIRECTOR: 


TO HOSP 


rr 
= 
2 
8 


DATEVAN 2 3 '64 Outhun §, Missi 


MARYLAND STATE DEPARTMENT OF HEALTH 


— OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND wee 
CERTIFICATE OF DEATH 60423 
wns 
a 3 = 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) / 
i) o. 
pst! P Carroll MARYLAND Maryland ses 
3 Be i| ) b. city ont TOWN (If outtide corporote limits, write | ¢. LENGTH OF STAY IN 1b «. CITY OR TOWN (IF autside corporate limits, write RURAL and give nearest town} 
3 ive neores! 
3 §2 RuPate sKeesitle 1y 7m 00d Baltimore 
2 2 a } 5 d. ae Wea {le = in hospital, give stree! oddress) d. STREET ee . potent ches 
oe te ringfield State Hospital 2653. Miles Avenue ves] No 
‘ 
& 6 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
= DECEASED ne 4 bod 
3 {Type or print) William Francis Blake DEATH 1 13 196: 
é 5. SEX 6. COLOR OR RACE |7. MARRIED £4] NEVER MARRIED [] | 8. DATE OF BIRTH 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 -iRS. 
ee Months] Days | Hours] Min. 
yrs. 
11, BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland 


9-27-81 


10b. KIND OF BUSINESS OR INDUSTRY 


male white |wiowef _ divorceo 


100. USUAL OCCUPATION (Give kind of wark done] 
are of warking life, even if retired) 


= 
8 
7v 
3 
£5 
as 
= > 
es aborer -- 
3 g js: FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ge 
fe Samuel Blake Mary J. Kavenoe 
oS 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E = (Yes, no, oF unknown} (IF yes. give war or dates of service) 
ee unknown __| unknown Hospital Records 
S = 18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and (c)-] UNTERVAL BETWEEN 
es Lo “ere Generalized arteriosclerosis more than 
e& 4 DUE To E, 5 a 
9 0 Arteriosclerotic heart disease 5 years 
¢ Conditions, if any, O (by 
= gave He to epediste ne ae 
& cause {a}, stating the under- 4 + 
lg Beer 5 Enboli, right pulmonary artery 
2 —— 
6 


p, Ar IVEN IN PART 1 19. WAS AUTOPSY 
Chronié” rain Byn narone. CONTRIBUTING TO DEATH PORES RELATED See ACOH LPS Eth PRICE F GIVI Al {a} PERFORMED? 
i iosclerosis, with psychotic reaction. ves] Noo 
20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Part Il of item 18.) 


200. ACCIDENT WAS, ONDALSIe oO 
OR CONTRIBUTING CO] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 


Hour a. m. While Nat while 
p.m. ot wark [-] of wark 


20e. PLACE OF INJURY (Home, form, 1 20. (City or tawn} (County) {(Stote) 
factary, street, office bldg., etc.) ! 


MEDICAL CERTIFICATION, 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


ned by the hospital ar attending physician. 
© FUNERAL DIRECTOR: After this certificate has been signed by the ottending physicion and campletely filled 


the State Board af Health prior ta burial, cremation, or remaval 


3 
Ss 
3 
£ 
8 
g 
3 
5 
a 2). | certify that (I) (this haspital) attended the deceased from._______ Septem, 1950. to___YaMe 42 __, _ IPL, that (1) (we) last 
3 
3 saw the deceased alive an i Ol | and that death accurred at LE eM, fram the causes and an the date stated abave. 
2 To. SIGNATURE c 2b. PONED 
os ATTENDING y STAFF 
8 m..| PHYS. Dlecror PHYS 1-13-61 
z 22c. PHYSICIAI ‘22d, ADDRESS . “ 
¢e@ 3 het tel Yasuo! Ralkahashi, iM.D¢ Springfield State Hospital 
_ Shae pe Se ee Ee ee ee ee 2 ee ee ee 
a2 ‘a Ba. BURIAL, Gy cael eg 23b. DATE THEREOF 23. NAME Ie CEMETERY QR CREMATORY, 23d. LOCATION {City, tawn, oe caynty) (State) 
sist g é/ 
= a 
- - iB " E leu! Be 250. REC'D BY tT 661 25b. REGISTRAR’S SIGMA 
? re VAN 6 fin ry 
VR AIS enor Oi 
tim 9/49) “BES, nthug £ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of AS are RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


FOR STATE MEDICAL EXAMINER'S CERTIFICATE OF DEATH ¢ G4 24 
HEALTH 1. PLACE OF DEATH 2, USUAL RESIDENCE [Where deceased fived, if inslitution: jence before admission). 
seh SS a. STATE b. COUNTY iw 
5 _> arrol —_ ___ MARYLAND Maryland Balto, City 
S b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY INIb {| c. CITY OR TOWN (If outside corporate limits, write eS and nearest town) 
3 write RURAL and give nearest town) t 
= | _ Sykesville _| 2mos.27days_||. Baltimore 18. 2 Vet - t 
5 |. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) d. STREET ADDRESS . 15 RESIDENCE 
a ‘Al 
| Springfield State Hospital : __3016 Guilford Ave, __| ves 7] No fe) 
‘3. NAME OF First Middle iad 4. DATE Month — ~ Day Yoor - 
DECEASED 3 OF 
(Typa or print) Georgia Potter Bowlus DEATH = January 5, 1961 
5. SEX "| 6. COLOR OR RACE|7. apRiep oO NEVER MARRIED [~] | 8 DATE OF BIRTH 9. AGE (In yeers |1F UNDER1 YEAR| 1F UNDER 2. 


last birthday) 


Bm 


Ti, BIRTHPLACE (Stata or foreign country) 


Female |White 


| 102. USUAL OCCUPATION (Giva kind of work 
done during most of working life, even if retired) 
Housewife 


13, FATHER’S NAME 


Abraham S. Potter 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yas, ne, or unkown) | (Ifyes give warordatesofservice) 


No - ee Springfield Hospital Records. _ 


“| 18. CAUSE OF DEATH [Enter only ona cause por line for (a), (b), and (e).] ~~ | INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 


>. mmeniate caust (o)__ Bilateral bronchopneumonia, = = Dees — 


- >< DUE TO 


Conditions, if Ns ___Multiple infarcts in brain, probably due to _|Weeks._ 


isa to immadiat: 4 - 
feli hetha’ Iebunaaiageg SPuETO arteriosclerosis. 


cause lest (e) 


eae ~ Days Hours | Min 


12. CITIZEN OF WHAT COUNTRY? 


laryland a 


14. moran ar MAIDEN NAME 


Modessa = Jones ___ 
INFORMANT Address 


wioowe [FX oivorceof]| January 19,1876 


1Db. KIND OF BUSINESS OR INDUSTRY 


File pages 1 and 2 with the State Board of Heg 


ent within 72 hours after death. 


£ 
3S 
C3 
ts 4 
s 
a 
rs 
3 
x 
a 
m3 


16. SOCIAL SECURITY NO.| 17. 


form PM3. Page 5 may be retained for your files. 


mit. 


z ae OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tia) 19. WAS AUTOPSY 

3 assoc.with senile brain disease with psychotic reaction, mone T 
eS AS YES no [] 

) | ©] 20s. EXTERNAL CAUSE WAS 20. DESCRIBE HOW INJURY OCCURED. (Enler nature of injury in Part lor Part Il of item 1B.) 7 
‘see | | PRIMARY (7 or CONTRIBUTING [1 

| CAUSE OF DEATH. 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF (hg tae as Hi 20f. (City or town) (County) {State} 

ray Hour a.m. Whi Not While factory, street, office bldg., ate. E 

3 ewApprox..9/35/EDr work [] at work Unknown |__Baltimore Cit Mds 


21.1 Tea that | took charge of the remains described above, held an Autopsy bt Inspection kK} Inquiry [al and in my opinion 
death resulted from: Natural causes ‘a Accident [zt Suicide im Homicide m3 Undetermined manner oO 


CHIEF MEDICAL EXAMINER [_] 
ACTUAL 
SIGNATURE x é a r, rae) .p, ASSISTANT MEDICAL EXAMINER [“] nee Sage 
DEPUTY MEDICAL EXAMINER es 5. 61 
EXAMINER 
NAME ('ypa) James T. Marsh, M.D. 


Addrass (Street, city, town, of county) 
. BURIAL, CREMATION, 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Spacify) 


Burial 1=9=61 Baltimore Baltimore Maryland 
23, FUNERAL DIRECTOR ADDRESS 24a. REC’D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


John 0. Mitchell & Sons, Ince 1900 Eutaw Place |}. 9 164 are vee 


22d. LOCATION {Cily, town, or country) " (State) 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the Wneral director. Pagel 


4 should be forwarded to the Chief Medical Examiner's Office aléng 


TO PUNERAL DIRECTOR: Page 3 should be used as a burial-transy 


or its designated agent, prior to burial, cremation, or removal, ang 


TO = ¥ MEDICAL EXAMINER: This certificate should be executed wil 


VS, AISME 
5m 7/s9 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


L279 CERTIFICATE OF DEATH (60425 


afl 


v ry 
3 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived.  insituion: Residence before odision} 
8 8 °. °. b. COUNTY 
eos Carroll MARYLAND Maryland Washington 
Say, oy b. CITY OR TOWN (IF outside corporote limits, write] c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporole limils, write RURAL and give nearest town) 
B e a RURAL ond give nearest town) 
2 §2 Sykesville 2mos.idays Sharpsbur. 
2 22 0 | 5 d. NAMB OE RGSETAL {IF not in hospitol, give street oddress) d. STREET ADDRESS FR e. 5 RESIDENCE 
a fe IN: \ % a 
4: Springfield State Hospital « a.) Q | so xox 
=> 6 3, NAME OF First Middle Last 4. DATE Month Day Year 
& 234 (Type or print) James Franklin Brashears DEATH January 18, 19 61 
fe 
ce eat] 5. SEX 6. COLOR OR RACE |7. MARRIED PS NEVER MARRIED [-] |8- DATE OF BIRTH 9. RE in yoors [IEUNDER ping bee ie cas 
z 2 . 2 2 orn in, 
# 38 Male White | wowe ovorceoQ] | April 17,1875 ti yrs. a Sn a secede 
ais 
fo eg. 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 ses duriga pe of working life, even if retired) 
Ce gy ees orer - Maryland US As 
co 
9 off 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
re) c cw 
2 2€2] Thomas Brashears Charlotte Peterman 
eas 9 a 18. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. 17, INFORMANT ‘Address 
= Ge fas. 10. Of ynknown) (IF yes, give war ar dates of service) % 
8 otf Mowe. - - Springfield Hospital Records 
eee 
g Ese 18, CAUSE OF DEATH [Enter only one couse per line for (a}, (b}, ond (c)-] INTERVAL BETWEEN, 
ae PART |. DEATH WAS CAUSED BY: 5 
ae IMMEDIATE Cause (o)_ COngestive heart failure 
2 «Sy 
5 = euS a (® ? DUE TO 
~ bas “ ¢ 2 
£ Beg Conditions, ifony, which w_Arteriosclerotic cardiovascular disease. Years 
$ 3 ae gove rise to immediote ares 
= ae cause (a), stating the under- * 
Syagerete isu ae OS me Coronary artery disease. Years. 
&sc% siringee use digs: 
3385. 4 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0]]19. WAS AUTOPSY 
2eer8 =| Senile psychosis. tie NO] 
ago uo . 
Fotsk » DIE Boa. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Par I! of item 181 
eeig ro 
ZeES eS MNS [Mie ether, NOTeY MEDICAL EXAMINER) 
> = . 0 = 
235 8's & }20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 208. hee Say (ges: 7 120. {City of town) (County) (Stote) 
S528 5 Hour a.m. Whil No! whil foclory, street, office bldg., etc 
= = iE 2 2 : p.m. 9 Nee o re. { 
a5cd . : 2 
2 $355 21. | certify thot (I) (this hospital) attended the deceased from Nove lh, __ 1960. ate fan.18,____, 19.61, thot (I) (we) last 
° 
aon ee saw the deceased alive on. Jan. 18, 19 & and that death occurred a ORMram the causes and on the date stated abave. 
e £6 32 220. SIGNATURE ‘ 10a 
<2G°= ae f ATTENDING MED. STAFF 1/1 
ear aad ? b t Cai 4 M.D. | PHYS. O pirector 1) PHYS. 2K} 9 
o2ey2 226 PHYSICIAN = 22d. ADDRESS 
3 NAME (fyge) d A 
zis ee et es pringfield Hospital Sykesville Md. 
FA S308 Bo, BURIAL, CREMATION, | 29, DAVE THERSOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION 24 town, or county) {Stote) 
>~5 3 REMOVA fy Vo) 
ete: Wo. | C/21/6/ View @ene tor Shaves, wy, [latin 
ee UIERMPARECTOR'S SIG) 1 ADDRESS 2S0. REC'D BY REGISTRAR | 25b. KEG{STRAR'S SIGNATURE 
wes § EZ (ood icMbcoracpeted (Nome SIN 23°01 | Cctan Sf Kou 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
428 CERTIFICATE OF DEATH neg. our no GARG 


LACE OF DEATH 2. Shes RESIDENCE (Where decegsed lived. 


"LAR R O LL MARYLAND 


'b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 


< 
RURAL ond give neorest town) AN: 
Me) LL2 LL cS, 4 


NAME OF HOSPITAL (If not in hospitol, give street address) rf ME, ADDRESS 


‘ i Si DPD? D; th 


al 


If institution: Residence before odmission) 


ed with 


CITY /E- TOWN (If ide corporote limits, write RURAL ond give nearest town) 


after death. Page 4 


e, IS RESIDENCE 
ON A FARM? 


IEP TOR | 


. 


& 


an ond completely filled in by the funeral director, 


ton IX RERE tA. aw = 


6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [-) |B. OATE OF BIRTH 9. AGE (In yeors {IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months Doys | Hours] Min, 
WIDOWED (~~ _dIvoRCED [] Pie! §2 yrs 


a ‘ 
10a. USYML OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11.’ Cn 2 LE le or a weg 12. CITIZEN OF WHAT COUNTRY? 
fq mos! of working life, even irepired) 
o — f, ca 
ti20- fie € LL Co. ASA - 
13 FATHER'S NAMI 4, ae, 'S MAIDEN NAME se 
Z 2RP oy r- arth! SARA? PETRY 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yar, no, oF unknown) {If yes, give war of dates of service) [$0 of /- YS 

— eee fie W DYTROM SATLY/OA MD 
18. CAUSE OF DEATH [Enter only one couse per line fpm(o), (b). ond (c).] INTERVAL BETWEEN 

* 
PART,J. DEATH WAS CAUSED BY: Monee ell pa sc: DRA 
Cp IMMEDIATE CAUSE fo) ” 
3 > DUE TO 

Conditions, if ony, which ig >) 


I~ Crd 
gove rise to immediote 
DUE TO 


couse (o], stoting the under- 
lying couse lost. (Cy 


Then please remave carban popers. Pages 1 ond 2 shauld be 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


The law requires that the death certificote be executed within 24 


After this certificate has been signed by the attending physi 


is 
Bb 
c tr 4 
Sichater ts 
Best A Zz Past. OTHER SIGNIFICANT CONDITIONS CONTRIBYA)AG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|T9. WAS AUTOPSY 
got = 
£33 < ves NOE] 
Fr oo3 © 200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Bee & | OR CONTRIBUTING C] CAUSE OF DEATH 
gee © | (VE EITHER, NOTIFY MEDICAL EXAMINER) 
goes & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {(Stote) 
= S Q a While Ronin foctory, street, office bldg. etc.) | i 
ape? = lot work [_] ot work 
E52 
ze 3 ‘a , 19bthat | last saw the deceased 
a2 
Z2g8 oe fan the causey and an the date sich abave. 
E=Os. | RESS (Street, city tote) IGHED 
>e oD 
t3G l 
Vo 
aowo hh 
O2az 
Cie PHYSICIAN'S 
ae RE rte en Se Me Ri ee” ee oe ee 
as oN To. BURIAL CREMATION, 22b. DATE, THEREO} ‘22c_NAME OF CEMETERY OR CRI BpEATORY 22d. LOCATION. or town, or county) rela 
~5 5 ip 
io r 
Roa  BOPTRL | 1/SS6 JL tltéidd 2p; [LELL. “gah .$ fl Leap fdaasadl, 
ee \\ [23 4 INERAL DIRECTOR'S SIGNATURE 0 ADDRESS s a rey, roar a: REGISTGAR'S yonsTURE Fad 
VS ANS (4) * = SZ, (Zp ti} SA SATE 
15M 9758 Lg Le 8 ( 


MARYLAND STATE DEPARTMENT OF HEALTH 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only ane couse per line far (a), (b), ond (c}.] ONSET AND DEATH 


PART IDEaTH Was cause, - Cardiovascular insufficiency 


" a j  mETS 
Conditicnemitrant: which ee Cancer of the lung 


\ DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
: = \ #305 
ia it CERTIFICATE OF DEATH (0487 
$ 3 5 i, nacoe Geral as ae RESIDENCE (Where deceased lived. {f institution: Residence befare odmissian) 
& e os b, COUNTY ; 
ee 3 Carroll COE pad Maryland Frederick “~ 
St Sg, b. CITY OR TOWN (If outside carparate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
8 s a RURAL ond #3 nearest town) f - 
2 S23 enryton 313 days Frederick ti 1 O- a 
2 22 ? d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
Lo = i¢ ¢ < OR INSTITUTION ON A FARM? 
2” Henryton State Hospital 29 S. Court Street ves [] No] 
<2 
PY 6 |. NAME OF First Middle Lost 4, DATE Month Day Year 
Ra DECEASED OF 
an 2ge (Type or print) Eugene Augustus Brown DEATH «=. Januar: 14 1961 
=OoB 
>os S. SEX 6, COLOR OR RACE }7. MARRIED PQ NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 
ors Mal N last birthdoy) [Months] Days | Hours] Min. 
24 ale egro WIDOWED [] DIVORCED [] LE 22-1900 60 yrs, 
& & ra 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
8o5 during most af working life, even if retired) 
nd U. Sw A 
pee Laborer Frederick, Md. « Se. Ae 
P 3 g 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
c 
BSE Charles Brown Maryetta Temple 
Bot 
= £ -_ be WAS oe cane U.S. pe os ro 16. SOCIAL SECURITY NO. |17. INFORMANT Pesterick Nd 
€ fas, nO, oF unknown) yes, give wor or dates of service) - 
233 No 14-10-5186 Eugene A. Brown bs deat 
ge 
eS 
= i 
&> 
m6 


gove rise ta immediate 
cause (0), stating the under- DUETO 
lying couse lost. (c) 
Zz Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
is} oe PERFORMED? 
- 
3 yes] no) 
= | 20a. ACCIDENT WAS UNDERLYING. As] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
CO) | % | OR CONTRIBUTING CI CAUSE OF DEATH 
\) [6 |r EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120, (City or town) (County) (State) 
a Hour a.m. While Nat while factary, street, office bldg., etc.) 
= Pp. m. lot work [[] of work { 


21.1 certify that (1) (thts haspital) aushied the deceased fram. 1. that (I) (we) last 


ECTOR: After this certificate has been signed by the attending p 


page 3 should be detached far use as the burial-tronsit permit. 
the Stote Board of Health priar ta burial, cremation, or remaval, 


OR ATTENDING PHYSICIAN; The low requires that the deoth certificate be executed within 2. 


¢ 
TO FUNERAL DIR! 


ned by the hospital or attending physician. 


saw the deceased alive an Jan 9__19_“--, and that death ae ot Zu, “en the causes Ba an the date stated abave. 
Zo. snare by | 70 NED 
Shige in mol ARE?" Oy Siero HAE 
22c. PHYSICIAN'S ‘72d. ADDRESS 
: MMe (Ves) Bdgars M. Maculans, Supt. enryton State Hospital, Henryton, Md. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. town, or county) (Stote) 


4 
toy MOVAL {Speci 

= pervare” [1-17-61 fi 

2 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 4 2S0. REC'D BY REGISTRAR 2Sb. REGISTRARS SIGNATURE 
ye eS a ¢.u.Hicks 111 Frederick, Maryland DATE JAN 1 8 ‘61 ew er 


MARYLAND STATE DEPARTMENT OF HEALTH 


An} | OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
+ 


CERTIFICATE OF DEATH (C428 


ot 


Tak 


that (I) (we) last 


21. | certify thot (1) (this hospi attended the deceased fram i: 


~ ce 
S 3 s [stcacel ore 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
5 a UI le 2 2 
e 338 A % Carroll maryanp |] °°'“""Maryland ® COUNTY Baltimore City 
* Pe ch B CITY OR TOWN (IF ovtide corporote limi, write [<: LENGTH OF STAY 3H) c. CITY OR TOWN {if outside corporote limits, write RURAL and give nearest town) 
oS ‘ond givg gpgrest town) ° a ‘ 7 rs . 
2 52 iy esvilie 2yrs.7mths . Baltimore City >~Y f 
2 22 d. ter eS (If nat in hospital, give street address) d. STREET ADDRESS i GG 
oy ae . . - 
fons 5 Springfield State Hospital. 3907 Pinewood Ave.(Overlea) ves] No] 
& 5 ] 5 3. NAME OF teal Middle lost 4. DATE Month Day a 
a eye Niyeeten oan Mabel Myrtle Brown Beate al 1 ol 
cE eS 3 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE {In yeors TIEUNDER YEAR] IF UNDER 24 HRS. 
: 4 urthdoy; Months | Da: Hi Min, 
= 7 Female White wipowep () pivorceo [1] 11-30-189), ae yes. agp [shea ‘a 
A. ¢ 100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
a Spe S during most of working life, even if retired) 
Soe 2 Housework oosEwoart, Maryland U.S.A. 
inn 2B Rg 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
So. 2 
2 vs Albert Lee Brom Anna Mary Steigewald 
© 335 
= fo 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a ot 5 § (Yes, no. or unknown) (IF yas, give war o¢ dates of service) F 
& of? in known | ; Hospital records 
£ 33 
3 Ke 3 3 1B. CAUSE OF DEATH [Enter only one couse per fine for (0), (b), ond, (-] INTERVAL BETWEEN 
eee PART t. DEATH WAS CAUSED BY: ~ ‘ bt i Aho Cedabd c 
Be aye, .) a IMMEDIATE CAUSE (0), cS =U, La p 
me ero os Wy + ‘oe: Sa 7 
= | DUE TO Cr! Sn<Q 
2 ao ‘a wae 1 A, a 
= <3 Conditions, if ony, which te) 
s B&s gove rise to immediote 
a cause (0), stoting the under. ( OUE TO 
gezae f lying cause lost. te 
86235 ) sinigice ese Tonty 
sos. MLZ Tee CHER SIPNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART T(o)]19. WAS AUTORSY 
A eT 2) Schizophrenic simple PERFORMED? 
28895 is yes) not) 
iS Ny 
ee a = 200. ACCIDENT WAS UNDERLYING []__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
$75 & | OR CONTRIBUTING (] CAUSE OF DEATH 
< he © [{IF EITHER, NOTIFY MEDICAL EXAMINER) 
3  |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
3 
> a Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= = p.m. 19 [at work [] ot work 1 
° 
Z 
a 
Zz 
Fe 
i 
t= 
< 
(4 
° 


3 
4 
= 
3 
6 cy 
= saw the deceased alive an 747 _________ 192+ , and that death occurred at 3A, fram the causes and on the date stated above. 
£ ‘Mo. SIGRATURE Ryn / Gs 2 és 7b. DATE 
fs ey f ATTENDING TAFE 
3 LA FA cle ig MD. | PHYS Dieector YS. 1-1-f0Fa 
ed c. PHYSICIAN'S ‘22d. ADDRESS 
8 ee niats Springfield State Hospital Sykesville,Md. 
; gu, nd Be gg ee ed ee ee 
2 30, BURIAL, CREMATION. | 2. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY , town, of county) {Stote) 
ny BFMOVAL (Specify ? 
ae RiAL [I/F at. TAR KWo. Cem. Bacto. B 
\. [24. FUNERAL DIRECTOR'S SIGNATUR ‘ADDRESS 25a, REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


Lastald, Geontral Home 1 $01 Belkin Rood 6 Mp. | oar JAN-4-_’61 Cuttin £ Foawa 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


31 CERTIFICATE OF DEATH £04 2 9 


ened 


= ce 
& 3 = iz ACEION DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
ay a. STATE b, COUNTY, 
& = MARYLAND 
. =, te) A Def A 
<= oy b. CITY OR TOWN (If outside corgorote limits, write ¢, LENGTH OF STAY INLIb c. CITY OR TOWY If outside corporote limits, write RURAL ond give nearest lawn) 
8 al RURAL ond give neorest to CLL, fas * ie! 
Uv z\ y joe 
az =e LN fal Lift tcan Le, 
2 g d. NAME OF ‘HOSPITAL [if not in hospitol, give street address) d. STREET ADDRESS: . 1S RESIDENCE 
oO - OR INSTITUTION } 2 ON A FARM? 
eas Ee ; F . ves [] NO Ee 
P Se 
é 5 3. NAME OF i Middle Lost 4. DATE Day Yeor 
36 (Type or print) LEE BROWM DEATH rs 136f 
2s : 6 COLOR OR RACE |7. maRRiED[] NEVER MARRIED [-] |8. DATE OF BIRTH (in year IE UNDER ts user: zi 
ia janths| Days | Hours] Min. 
38 Ly ie wipowep BA" divorced [] LG oY G 7 , fy | 
& ¢ 196. USUAL OCCUPATION (Give kin ‘of wark dane| 10b. KIND OF BUSINESS OR INDUSTRY: 12. CITIZEN OF WHAT COUNTRY? 
g 3 ing mast of warking life, even iffetired) ez of 
5 6 9344 — = : Qe. 
a ERs NAME - 
{7 
¥ IB Ul A fideo fgg "ta dets Lng 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |18. SOCIAL SBCURITY NO. |17. INFORMANT 


(Yes, no, oF unknown) (five give wor or dotes of torvice) 
| Vigo JApe~ 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (<).) 
PART |. DEATH WAS CAUSED BY: 
; IMMEDIATE CAUSE (0: 


(@) DUE TO 


Contiticnstihtonvnehicn ra 
gove rise to immediote 

couse (a), stoting the under. ( DUE TO 
lying couse last. © 


Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT ee TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }(o) |19- Sy aeaae cae 
wey - fl fA ves] Nodgy 

200. ACCIDENT eT CREE Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 

OR CONTRIBUTING [J CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Then please rema 


te has been signed by the attending physician and campletely filleW% by the funeral di 


|, cremation, ar remaval, and in any event, within 


MEDICAL CERTIFICATION: 


[20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn) (County) (State) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m, 19 Jot work [[] of work ' 


ate Sieea 9G /, and that deat accurred-ar > [-.M, fram Mie causes and an the date stated abave. 


do. TURE Aw ff myn 
() , ATTENDING ea STAFF sje’ 
= f “LA M.D. | PHYS. DIRECTOR PHYS. / 
2c. PHYSIMAN'S, 


NAMI mV liu s ~hepKke LL, Vi ee Pad) 


saw the deceased alive on._ zy 


21. | certify that (1) (this hospi Siiended like’ deceosedl ram Gea we. YEN, ES MOREY 1961. that (1) (we) last 
< 


OR ATTENDING PHYSICIAN: The !aw requires that the death certificate be executed within 24 


ned by the haspital ar attending physician. 


id 


TO FUNERAL DIRECTOR: After this certifi 
page 3 shauld be detached for use as the burial-transit permit. 


the State Board of Health priar te buri 


a3 ® 230. BURIAL, CREMATION, | 2b, DATE THEREOF ic, NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town, or county} (State) 
g > \ REMOVAL (Specify) y 4 - 7. ? 
of haga 7LE6 Ln bal Lpataal: iat WN itepale st: a 
4 24, AYNERAL DIRECTOR'S SIGNATURE ‘ADDRESS . 250, REC P/BY REGISTRAR | 256. REGISTRAR'S SIGNATURE 


vl 
1 


oe SKE - P20. Yr Btaesal ep TOA AN 2.761 Cutten of Hane 


MARYLAND STATE DEPARTMENT OF HEALTH 


30° OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
432 


CERTIFICATE OF DEATH CU43} 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


a. STATE Maryland b COUNTY = Balites City, 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


8 Baltimore 2 2V ¢ 


d. STREET ADDRESS 


915 Eastern Ave, 


= 


1. PLACE Cr peare 
2 COUNTY Carroll MARYLAND 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib 


RURAL ond give negrest town) 

Sykesville hyrs.6mos .22 
d. NAME OF HOSPITAL (If nat in hospital, give street address) 

OR INSTITUTION 


Springfield State Hospital 


~~ 


softer death. Page 4 
by the funeral director, 


Pages 1 and 2 shauld be filed with 


\ 


‘NAME (Ty!) J. Raymond Gladue, M.D. Springfield Hospital, Sykesville ,Md. 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 
fe OWN (Specify) 


73d, LOCATION (City, town, ar county) (Stote) 
4430 Belaird Ra. 


25b. REGISTRAR'S SIGNATURE 
4s 
Cita 8 Fans 


5 
g& . NAME OF First Middle lost 4. DATE Month Day Year 
—— DECEASED | 4 oe 6 
Tes {Type or print) Virginia Lavezza Bruni DEATH January 17, 19 61 
= x g $. SEX 6 COLOR OR RACE 17. MARRIED [[] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
: a a 879 lost baper) Months Min. 
2 see Female White wivowen FX oivorcéo [] November 15, 1879 yes. 
a5 5 
2 €& 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 88 I during most of working life, even if retired) 
Bove Seamstress - Maryland U.SeAls 
be BE ar 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= 
fo Pele Joseph Lavezza Theresa = 
2 $ 8 a 1s, WAS DECEASED EVER IN U: S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
= ar fat, no, oF unknown] yes, give war or dotes of service) oa 
8 es ° | - Wis-os-b07¥| Springfield Hospital Re cords. 
9 a 8 = 1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-] INTERVAL BETWEEN, 
bigs els PART I. DEATH WAS CAUSED BY: i 
2 bee + EAT MEDIATE CAUSE (o} Bilateral bronchopneumonia weeks. 
3 aise 4. G } mo DUE TO 
= S23 vy Canditions, if ony, which oh 
$ ges gove rise to immediote 
£ DUE TO 
Ss SURE couse (a), stoting the ui a 
Sas : lying cause lost. e) 
wg5. is Pagt Il, OTHER SIGNIFICANT ITIONGCONTRIB DEAT E Tj Or GIVEN IN PART 1(a)]19. WAS AUTOPSY 
berg O/C. BIS Seo aL EN STRUM SU GHP ER SE PAT ARVO PE OS UTS POST SPT ER (01119: BERFORMED? 
26805 5 ld: psychotic reaction. ves] NOX) 
= ooRE = [ 200, ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I ar Port It of item 1B.) 
ze o2° ~ |EIRGRUARII Reset 
4 5 rae eS Vv a 
sSets = 
4 og cs & [20c. TIME OF INJURY Month, Doy. Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
pteraasi a eG Get White = Nat while factory, street, office bldg., etc.) | 
pal es) y it wark [] of work H 
apece = : 
ane 8 
ZSzz | [21.1 certify thot (I) (this hospital) attended the deceased fram June 25, 1956, to Januar PL _. that (I) (we) last 
3 
3 . 5 3 = saw the deceased alive andanuary 1751 961 > aad that death occurred 30M fram the causes and an the date stated abave. 
e £63 3 j Za. SIGNATUR} fh 22b. DATE a 
> O i ATTENDING MED. STAFF 
wpe se gs Ge wep Chopin”? Siitcror FNS 20 1/i7/er 
68 28 22d. ADDRESS 
3 
8a 
mh 
Lue) 
on 
oD 
af 


TO FUNERAL DIRE! 


ADDRESS: 2So. REC'D BY REGISTRAR 


322 S.Hich St.|jaeAN 20 6? 


RA 
SM 9/89 ‘ 


i | MARYLAND STATE DEPARTMENT OF HEALTH 


at 


* DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ¢ i 43; 
33 CERTIFICATE OF DEATH 
1 beget, DEATH A ig rire oi ahlGd (Where deceosed Tak ey Residence before admission) 
MARYLAND Maryland Carroll 


a O 
b. CITY OR TOWN (If outside corporate limits, write 


¢, LENGTH OF STAY IN Ib AY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


rs after death. Page 4 
Wn by the funeral directar, 


= 

a 

2 

nd 

3 URAL ond t tows 

SS 

2 g ykesville Mt. Airy 

2 Ca tes OF HOSPITAL (tf nat in hospital, give street oddress) STREET ADDRESS e. IS RESIDENCE 

& \ * OR INSTITUTION r { ON A FARM? 
Per 0 O|_Pullen Nursing Home Park Ave. ves NOO 

ry o , bese 4 First Middle lost 4. =—" Month Day Yeor 
3 Cipe'ot prio) SARA SAUBLE BUSHEY Peat anuary 19 64 
& 5. SEX 6. COLOR OR RACE | 7. MARRIED DANEVER MARRIED [7] |8- DATE OF BIRTH 1873 9. AGE gor IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost Bi 


11. BIRTHPLACE (Stote or fareign country) 


Female White wipowep [] pivorced [] 


10a. USUAL OCCUPATION (Give kind of work done} 1b. KIND OF SUSINESS OR INDUSTRY 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Z-—, Housewife Domestic Maryland Vie 65 As 
FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
\ George W. Mullinix Margaret Mount 
ay 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


war or dotes of service) 


(Yas, no, oF unknown) | LIF yes, gi 


18. CAUSE OF DEATH [Enter only one couse per Jige for (0), (b), ond (c}-] 
PART |. DEATH WAS CAUSED BY: f g 
IMMEDIATE CAUSE (0). 
= by 4 DUE TO 
Conditions, if ony, which (b 


Mr. Harry L. Bushey, Same as No. 2 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon popers. 


|, cremotion, or remavol, and in any event, within 72 haurs after death. 


LF SF 


t 


The law requires that the death certificate be executed within 24, 


: After this certificote hos been signed by the ottending physicion and completely fille 


Howard E. Hall M. D. _ Sykesville, Maryland SS. . 
230. REMOVAL tenecify) 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 4 ' . 
ase 
Burial” Jan. 12, 1964 Ca ie 


y 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 


C. M. Waltz, Winfield, Maryland 


E gove rise to immediote FO 
=: couse (0), stoting the under- { DUE TO 
vader. 5 
s lying couse lost. te) oe S6/ 
285 5 Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o]|19, WAS AUTOPSY 
gost 
Sag. 5 yes] not] 
~ Pee 4 = | 200, ACCIDENT WAS UNDERLYING 4] 208: DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
2 ceen ie & | OR CONTRIGUTING L] CAUSE OF DI 
ace & (iF EITHER, NOTIFY MEDICAL EXAMINER) 
Ss5es & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote] 
St ea es a Hour 0. m, While Retiwhiles foctory, street, office bldg., etc.) | 
= si? » : p.m. W ot work [] ot work 
e528 P 5 : 
z3 Ze 21.1 certify that {I) (this haspital -attended the aS as frames so LG8 192 on. fae + VSL, that (Il) (we) last 
Zee ee saw the deceased, alive an__=7__ qe 192! ond that death accurred a¥/d¢M, from thed4uses and an the date stated abave. 
F£os8 Zo. mi 7226, DATE 
5° ATTENDING D. STAFF aoe 
SS VIrk. 4 Mel mo. | PHYs. pbivcror PHYS. 
Oesre ‘2c. PHYSICIAN'S ‘22d, ADDRESS 
38 NAME (Type) 
ba 
a4 
os 
oa 
az 


moy 


TO HOS 


¢ 
& TO FUNERAL DIRECTOR 
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a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} 
@ ——* 
AY TY 
\\J | & ] 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part I! of item 1B 
& | OR CONTRIBUTING 1] CAUSE OF DEATH —— 
O | (IF EITHER, NOTIFY MEDICAL EXAMINER) a 
& [20c. TIME OF INJURY Month, Day. Year [20d. INJURY OCCURRED | 208. PLACE OF SIR Gree. farm, | 20F. (City or town) 
a Hour 0, m. While Nouwhile factory, sireel, office pi ' A 
= p.m ae lar rk = 


7) 


y 
tal) attended the ae ae fram. Wee SL, aed 


LG _19.2F that (I) (we) lost 


(County) (State) 


— ——— 


OR ATTENDING PHYSICIAN: The low requires that the deoth certifi 


ined by the haspital ar attending phys 


ae MED. 


DIRECTOR 


STAFF 
PHYS. 


ALC 


a i yand that death accurred ot 24M, frgfh the c fee and an the date stated abave. 
/ 


2b. DATE 
SIGNED 


Fess vin oe WA 


OS¢p on ad. 


DM aMpstEAD ies Marhaba. 


the State Board of Health prior to burial, crematian, or remavol, and in any ever ale" 2 haurs after i 


page 3 shauld be detoched far use as the burial-transit permit. 
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%, ae CT WA lox ‘ 
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“NG -LGE/ 3B € 


23d. LOCATION (City, town, or county) 


Be ¢) 


25a. REC'D BY REGISTRAR 


oate JAN 2 3 '61 


fea Gad 
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Weed 


Cthun 
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tor, 
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é Filed with 


after death. 


the registrar priar ta burial, cremation, ar removal, and in any event within 72 haurs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
$49 CERTIFICATE OF DEATH nop. ow ne OAS 


iP. ben erty w 2: OSA sere (Where deceased lived. If institutian: Residence befare admission) 
4 marrano | SON Maryland — *°°"carrol1 
b. CITY OR TOWN [IF outside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest tawn} 
RURAL and give nearest town) ye 
yrs fs Mt. Airy 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION NA FARM? 
Park Aves, |__Park Ave. vs 0) NOW 
. NAME OF Fi 4. DAT 
eee inst Middle tot DATE Month Doy Yeor 
(Type or print) WARD ETCHISON DEATH Jane 13 XS 19961 
3. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR] IF UNDER 24 HRS. 
lost birthdoy} [Months] Days | Hours Min. 
WIDOWED Divorced [) Ja- 15= 4888 72 yes. 


10a. USUAL OCCUPATION (Give kind af work dane 106. KIND OF BUSINESS OR INDUSTRY |11. 8IRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 


er Barber Maryland U.S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Wesley Etchison Frances Hood 
SoU i EEA SEDEVERHINIL SA SED FORE EH | GasOtAL ne CURTUNO | sl WORMANT ‘Address Baltoece 
as 90, oF unknown Yet. give wor of datas oF service 
no__| =~ 245-32-3344 H.Leonard Etchison, 406 Oak Court, 
18. CAUSE OF DEATH [Enter only one couse per line far (a}, (b), ong (c)-] INTERVAL BETWEEN 


: 
. * ONSET AND DEATH 

PART |, DEATH WAS CAUSED BY: ~ 7 

IMMEDIATE CAUSE stitch babi dan) bea 8 5 ya. * 

ep *. a 4 DUE TO 


Canditions, if ony, which . 
gove rise ta immediote 


couse (0), stoting the under- ( DUE TO 

lying cause lost. (¢) 
a Paar II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH @UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1()|19. WAS AUTOPSY 
= 
$ ys not] 
= |200. ACCIDENT WAS UNDERLYING [1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il af item 18.) 
& | OR CONTRIBUTING LJ CAUSE OF DEATH 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]%c. TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn} (County) (State) 
ray Hour a. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 lot work [[] ot work i 

= * 
21. | certify thgt | attended the deceased fram Souls D0, ~w5F to Pe he - 19G J,that | last saw the deceased 
alive an__{ J ae o a eat f w.Gl_, and that death accurred at__/7.__M, fram the causes and an the date stated above. 


NAME Typo) JAMES P. KERR 


220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county} (Stote) 
REMOVAL (Specify) 1-16 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Cc. M. Waltz, Winfield, Md. paTaN 1 7°61 Cnthun § Tar 


wn MARYLAND STATE DEPARTMENT OF HEALTH 


&% DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


Cc REIGATE OF DEATH C0439 


[Where deceased lived. If institutian: Residence befare admission) 


“a. Some b. COUNTY 
fF 


aod 


Hees 


1, PLACE OF DEATH 
vo. COUNTY 


MARYLAND 
je O es 
b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL and give nearest fawn} 
aneytown 2 


d. NAME OF HOSPITAL (If nat in haspital, give street address) 
OR INSTITUTION 


ee ces ‘OR TOWN {If autside carporate limits, write RURAL and give nearest town) 


STREET paneytoun e. i Fary 883 
A FARM? 
vi Ye 34 NO 


s after death. Page 4 
by the funeral directar, 


Pages 1 and 2 shauld be filed with 


2 ederick oa 
a a |. NAME OF i i 
s 3 NAME Re First Middle Last 4. DATE Manth veer 
= Miike airally Anne Persis Fenlon Beaty January 
ys 5 ‘4 . i 
5. SEX 6. COLOR OR RACE MARRIED. Diinever MARRIED [} B. DATE OF BiRTH 9. pe ey 
Female White WIDOWED [9 olvorceo [] ele 1889 Ty. 


10a, USUAL OCCUPATION (Give kind af wark dane] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 
during mast af warking life, even if retired) 


elevhone Operato Brooklyn, New York U.S.Ae 


12, CITIZEN OF WHAT COUNTRY? 


13. FATHER’ 'S NAME 


Edward Fox Stevens 


14. MOTHER'S MAIDEN NAME 


Emeline Barry Jones 


Address 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT 
T¥es. 10, oF unknown] | IIF yes, give wor or dotes of service) 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] 


rat eS T, Comewe of Laure 2°, Corer ey fxcee 
= DUE TO 
cub LOB, (b) ( *@ ee rene oF Gb xcorat- 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


ar remaval, and in any event, within 72 haurs after death. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 
DIRECTOR: After this certificate has been signed by the attending physician and completely F 


2 70 yes 
E gave rise ta immediate 
g couse {a), stating the under. ( DUE TO 
Gites lying cause last. a 
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S55 § = PERFORMED? 
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a2655 S yes.) NOReR— 
agls G 
ree © [20c. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part t ar Part Il of item 1B.) 
a e 
BO we? g & JOR CONTRIBUTING L) CAUSE OF DEATH 
ges & | (UF EITHER, NOTIFY MEDICAL EXAMINER} 
begs % ]20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED _|20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) (Caunty) (State) 
Y ity 
so e8 5 Figure aes [While ei oii factary, street, affice bldg., ete.) ! 
3 
-] o = p.m. lat wark ea) at wark oO Hl 
i) ee 
ayee 3 ; ‘ E 
oe 21. 1 certify that (1) (this hospital) attended the deceased from. _¥7Atn 24. 198%, to Yess 34 __ 19GL, that (I) (we) last 
3 
3 3 = saw the deceased alive on fawn 22. 19.€4., and that death accurred at 7/L.M, fram the causes and an the date stated abave. 
=6s 2 Za. SIGNATURE 22b, DATE 
an0 SIGNED 
a) <4 ATTENDING MED. STAFF 
pwse a are re Dhinven M.D. | PHYS. [a pirector OD _ PHYS. v4 LéL 
faze 72c. PHYSICIAN'S, 22d. ADDRESS 
3 
38 
hed 
32 
as 


r NAME (Typ 
D: A e hompson Tabey VOW, “Mayo! - ob. es ee 
woe &f [230. BURIAT, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar caunty) (State) 
Q >> REMOVAL ee i 7) : 
0 £0 St. u own, Ma: 
- 24. ED Pees ADDRESS 25a. REC’D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
 97Sy SN ~O.Fuss & Son Taneytown, Maryland cate FER G ‘61 Cnthun £, Piast 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


an "CERTIFICATE OF DEATH C0440 


}, PLACE OF DEATH 2, USUAL RESI E (Where deteased lived. If institution: ne before admission) 


mY Cay N CE marviano || STATE 7 79/v Za Chi di ® Ounry WF 68 Nb 


TOWN (le heb rote limits, write oP OF STAY IN Ib c. CITY OR JOWN a carporhte limits, write id give a z; 

lor f EN. Given, Ma TS ) 

if Ve ADDRE: De, e. Gun reece "i 
Viger a aEC ves 1] no BY 


3 NAME of pile me DA Month Day Yeor 
(Type or print) 2 ' 2 ae 2 fine we 3 CO 19 C/ 
5. SEX 6. COLOR OR RACE 7. MARRIED] NEVER MARRIED [] | 8: DSTE-OF TF UNDER 1 YEAR| IF UNDER 24 HRS. 
a ue has gH ) [Months] Days [ Hours | Min. 
. wipowep [] oivorcen' fy yrs. 


10a. ‘gis, OCCUPATION aie sae of work done| KIND OF BUSINESS OR ‘¥: RY | 11, BIRTHPLAY D, or An cauntry| 12. cy Lan £2 HAT COUNTRY? 
work obren "ab hee 
Waist brrncoks’ 


13. ate ; we iy / 41 MOTHER'S MAIDEN NAME 


f <2, ‘ Dor ave ber tt of 
WAS DECEASEDEVER IN U: S. ARMED FORCES? |16, SOCIAL SECURITY NO__]17. IN i ua Address se uare ste 
(Yes, no, oF unknown) | (IF yes, give wor or dates of service) bb 2" 1. sa rz 


18. CAUSE OF DEATH [Enter anly ane couse per line for (0), (b). ond (€).] INTERVAL BETWEEN, 
PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE jol_ Bronchopneumonia 3 days 
t) AG J DUETS 


Conditions, if ony. which w__Arteriosclerotic heart disease Years 
gove rise ta immediate 
couse (a), stating the under. ( DUE TO : 3 | 
lying couse lost, «__Coronary arteriosclerosis Years 

et. OTHER o pyupe. he CONTRIBUTING TO DEATH BUT non RELATED TO THE TERMI! A DISEASE we eer GIVEN IN PART 1{a}/ 19. sea ee 
CR che £7 Vein lee © SEAME Mid Hale VEST NO Oo 


200. ACCIDENT WAS UNDERLYING (] 2b. hee HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
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Moy the funerol director, 


Poges 1 and 2 shauld be filed with 


in, ar remaval, and in any event, within 72 hours after death. 
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cate be executed within 24 burs after death. Poge 4 


d by the attending physician and completely fille 
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ransit permit. 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY fHome, farm, | 20f. (City or tawn) (County) (State) 
Hour 0. m. While Not while factory, street, affice bldg., etc.) | 
p.m. 19 lat work 1] at work 
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-MARYLAND STATE DEPARTMENT OF HEALTH 


“DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 6044] 
CERTIFICATE OF DEATH : 4d 
1 FUER ary 2 cee atrorcetce (Where deceased lived. If institution: Residence before admission} 
a a. b. COUNTY 
Carroll MARYLAND Maryland Balto.City V 
b. CITY OR TOWN {If autside corporote limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town} 
RURAL and give nearest town) " 3s eh ee 
Sykesville s.llmos.7da| Baltimore =>YV ' { 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 5111 Frankford Ave, ves C]_No By 
. NAME OF First Middle last Pree Month Doy Yeor 
(Type or print Clarence Miles Foote DEATH January 11, 1961 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. OATE OF BIRTH 


Male White |wioowsom) — oworceoO]) | March 25, 1882 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. 8IRTHPLACE (Stote or foreign country) 
during most of warking life, even if retired) 


Shipwright - 


/ 113. FATHER'S NAME 


George Foote 


9. AGE (In years [IF UNDER | YEAR| IF UNDER 24 HRS. 


lost 1a Months! Doys | Hours | Min. 
yrs. 


12. CITIZEN OF WHAT COUNTRY? 


U.SeA. 


14, MOTHER'S MAIDEN NAME 


Christine - 


2 WAS Gaede eld AS, Ss Rrreo FORGES) 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
‘¢s. 90, OF unknown} {IF yas, give wor or doles of service) 
No | 5 212-87~302 Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b}, ohd (€)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED 8Y: 
Z IMMEDIATE CAUSE (o)_ Congestive failure 1_week, 
= , 7 
F y jour To 
Conditions, if any, which «Myocardial infarction week. 
gove rise to immediate 
couse (o}, stating the under. ( OVE TO 
lying cause lost. «Coronary arteriosclerosis Years 
Zz I. OTHER SIGNIEI DIFl CONTRIBUTI! ui EATH QUT NQT RELATRD TO THE TERMIN, ISEASE CONDITION GIVEN IN PART I(0}/19. WAS AUTOPSY 
oe) C. es. BSS SCLSES HT WITH See Pe RT ee Ee osclerosis WAH (01) 19. BERFORMED? 
& psychotic reaction, vesQ) NOC] 
= 20a. ACCIDENT WAS_UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
& [OR CONTRIBUTING (CAUSE OF DEATH 
U [CIF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (State) 
6 Hour 0. m While iat thite: factory, street, office bldg., etc.) ! 
z p.m. 19 Jat wark [1] ot wark H 


_. 19.57, 16 January 11.19.61. that (1) (we) last 
MOPMn the causes and an the date stated abave. 


saw the deceased alive an_ 


220. SIGNATURE 2b. DATE 
ATTENDING MED. STAFF /y j 
Zo) M.D. | PHYS. OO oirecron Os Pus. L Te; bL 
72d. ADDRESS 


Springfield Hospital, Sykesville, Md, 


|, | 23b. DATE THEREOF 23¢.N, 23d. LOG (St 
1-16-@ lew eZ ; y, Lek 
- ae She A 250. REC'D REGISTRAR 25b. REGISTRAR'S SIGNATURE 
IFoS ofrrd 


DAT! 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
G&G CERTIFICATE OF DEATH E44? 


iV 4 /] 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
EY maryiano || & STATE b. COUNTY, 


b. CITY OR TOWN (lf outside corporote limits, write | c. LENGTH OF STAY JN 1b c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) % 
»__ Rural 


p 
Rura aneytown 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
yes [] No P§ 


}. NAME OF First Middle last . Day Year 
DECEASED OF 


(Type or print) 19 


Frock 
5. SEX COLOR OR RACE | 7. manent NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (ln yoors (IE UNDER LEAR UNDER 24 HRS. 
fost birthdoy) Flours] Min. 
Male 


wibowep [} DIVORCED [] 1915 £5 yrs. 


10a. USUAL OCCUPATION (Give kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Service ation Operato Maryland TLS .A. 


13. maa NAME 14. MOTHER'S MAIDEN NAME 


Jesse Wa 


S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT =i Address 


(Yes, no, or unknown) | (HF yes, give wor or datas of service} 


ocall 


by the funeral directar, 


s after death. Page 4 
Pages 1 and 2 shauld be filed with 


Y 


6 


No aytLown 


18. CAUSE OF DEATH [Enter only one couse el. line for “ a ond_(c).] INTERVAL BETWEEN 
_ PART |, DEATH WAS CAUSED BY: ONSET AND DEATH, 
Grong ea | Ac tec “vv 


IMMEDIATE CAUSE infer 
ae | DUE TO 
2 


Conditions, if ony, which (b) 
ise to i diote 
gove rise to immediote( 1. 6 


couse (0), stoting the under- 
lying couse lost. () 


Part U1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. RREONKEE 
vi ertengsicey vest) NODE 


20a. ACCIDENT WAS U! LYING ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING J E OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Then please remave carban papers. 


ires that the death certificate be executed within 24 


The law requ 


20. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Store) 
Hour 0. m. While Not while foctory, street, office bldg., ae} 


p.m. 19 lot work [] ot work 


MEDICAL CERTIFICATION 
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21. | certify that (I) (this ie 2a. ve the deceased fram__f_/_. a9 &}, that (I) (we) last 


saw the deceased alive ond Zep 2g 19 ‘© and that death accurred at jot, fram the causes and an the date stated abave. 
220. SIGNATURI ‘2pb. DATE 


ATTENDING. MED, STAFF SIPNED 
M.0.| PHYS. Mero 0 PHYS. CJ / 16 Gf 


‘22c. PHYSICIAN'S, 22d. ADDRESS, 
NAME (Type) | . | 


ined by the haspital ar attending physician. 


OR ATTENDING PHYSICIAN: 


f 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY E i (Stote) 
REMOVAL (Specify) 


ura. Jan. 18, 1961| St, Joseph's Cemeter: Ow 


M, FUNERAL DIREGTOR’S SI sl ATUR ‘ ADDRESS ‘250. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 


6.0.fuss & Sén, Taneytown, Me oATAN 1.9 '61 Citing 


page 3 shauld be detached far use as the burial-transit permit. 
the State Board af Health priar ta burial, cremation, ar remaval, and in any event, within 72 haurs after death. 


may be 


TO HOS 


¥ 
TO FUNERAL DIRECTOR 


a 
a 


Sz 


MARYLAND STATE DEPARTMENT OF HEALTH 


3 _ DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4S CERTIFICATE OF DEATH 


oes 


ba 7 
S 8 F 1, PLACE OF ae 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admissian) 
is 8 oy 0. STATE b. COUNTY 
“5! Carroll ieablondad Maryland Frederick 
cs > ry b. CITY OR TOWN (If autside corporate limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside carporate limits, write RURAL and give nearest tawn) 
3 g o RURAL ond give nearest town) 
= 52 Sykesville -6mos.26days Thurmont 
2 ta d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
s o/s OR INSTITUTION / x | ON A FARM? 
s z Springfield State Hospital R#l =| s O NoG 
a i) 2. NAME OF First Middle lost 4. DATE Manth Doy Year 
3 - DECEASED | OF 
= 38 Gir) Fannie Florence Swee Geisbert | FAT January 13, 1961 
poy S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
s* lost birthdoy) [Months Doys | Hours] Min 
Se Female | White  |woowenft oworctoD | December 27,188 ae 
a 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most af working life, even if retired) 
« Housewife - Maryland U.S.A, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Sweeny fooocka, Amelia Lightner 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


[¥es, no, oF unknown) (If yes, give wor or doles of service) 
No | - Springfield Hospitel Records 
18. CAUSE OF DEATH [Enter anly one couse per line for (a), (b), ond (c)-] 
PART |. DEATH WAS CAUSED 8Y: 


ONSET AND DEATH 
IMMEDIATE CAUSE (0 Bronchopneumonia Days 
OX DUE To 


Canditions, if ony, which to Renal insufficiency | Weeks 


INTERVAL BETWEEN 


Then please remave car! 
cremation, ar removal, and in any event, within 72 hewts after death. 


ate has been signed by the attending physician an 


£ gove rise ta immediote 
g cause (a), stoting the under. ( OVE TO 
= lying couse lost. a Diabetes Mellitus = 
= z 
o Pagy tl. OTHER SIGNI iT CONDITIQNS CQNTRIBUTING TO DEATH,BUT NOT RELATED. HE TERMINAL DIS! E CONDITION, GIVEN IN PART I{a}|19. WAS AUTOPSY 
g 5) C.BVSJassoeewith cerebred artertosclerosis with psychotic reaction. PERFORMED? 
3 < yes) NoX) 
3 1) = 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 18.) 
i OR CONTRIBUTING [] CAUSE OF DEATH. 
S © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
re 20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY {Hame, farm, 1 208. (City or town) {County) (Stote) 
8 igor Sena vy (While Not white factory, street, office bldg... etc.) | 
= p.m, jat wark [7] ot work ( 4 


21. | certify that (1) (this haspital) attended the deceased from._sJune_17,___.. 189. todannary..13, 196. that (I) (we) last 
saw the deceased alive on 1/13/. - and that death accurred 08: 15AMram the causes and an the date stated abave. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


ined by the hospital ar attending physicion. 


Qo. SIGNATURE 22b. DATE 
an Ueno: | ARONS Goro BAS ox 1/137et 
> 2c. NAME tooo Ra 22d. ADDRESS a 
eS taynond Gladue, M.D, Springfield Hospital, Sykesville, Mde __ 
230. BURIAL, CREMATION, | 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar caunty) (State) 


REMOVAL (Specify) 
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may be | 
TO FUNERAL DIRECTOR: After this cer| 


TO HOSP 


ADDRESS 2Sa. REC'D BY REGISTRAR 2Sb. REGISTRARS SIGNATURE 


oarsJAN 16 '61 Chritun £, Fas 


= 

as 
a 
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Ep 
2 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


bor a 446 MEDICAL EXAMINER'S CERTIFICATE OF DEATH ¢ (2 14 = 
HEALTH DEPT. a. te DEATH 2. USUAL RESIDENCE (Whore docaasad lived, If institution: Residence before ade Ission). 
9 a 4 a 
bby CARL mare | YA RILAND "CARROL be 
ri 5 = 2 b. SR te ue eure it ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (ff outside corporete limits, write RURAL end give naerast town) 
SSEBY y write and give - 
23 | NE LARS x /, 
as ia X M NAME OF me i OR Do bilk, (if not In eZ ARS j MEW WM VIADS of aw ot ‘1S RESIDENCE 
ae y's. Mad OT 2 HICH a" ve] not 
. 3 a 3 <5, “NAME oF ‘ First =~ Middie ~~ Sas ‘DATE Month “Dey Yeor 
zee. Tweorrin TAMES  MINROE GRE E SV | mean JAN 26 967 
eS ] ) 5. SEX ~-[6. COLOR OR RACE) 7, marrieD PX NEVER MARRIED [_] | 8. DATE OF BIRTH ~|9. ps IF UNDER T YEAR] IF UNDER 24 HRS. 
£ 3 JY) W wibows [] _ivorcep [] -/%o Vi sents pee ae Bie 
. eS 10. Ce CEE uss (Gi kind of ak 1Db. KIND OF BUSINESS OR raced =e va PLACE (Stata or foraign it 1 12. CITIZEN OF WHAT COUNTRY? 
jone during most of working life, even if retire 
ee AY Wink KUBBEL [ACTORY bay PND. US tA 
= 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
LEWis © GREEN SARAH BRILE 
Teese ae SS ARMED FORCES? fe SOCIAL SECURITY NO.| 17. INFORMANT Address 
=e Ak WS 50 Yo/IWIZZ/E  CREEW WEW WINDS 0 MD 
1B. CAUSE OF DEATH [Enter only one caug ina for (e], (bj, end (c).} INTERVAL yan 
78 Me DiaBeTés (Newitus py oa 
DUE TO 


Conditions, if any, at (b) 
gava rise to immediete cause 
{a), stating the undarlying 
cause last, (©) 

PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e} 


DUE TO 


19. tase AUTOPSY 


PERFORMED? 
ves [] NO 


20f. (City ortown) (County) - {Stala) 


2Da. EXTERNAL CAUSE WAS 2pb. DESCRIBE HOW INJURY OCCURED. (Entar natura of Injury in Part | or Part Il of item 1B.) 
PRIMARY [) or CONTRIBUTING [] 


CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Year 
Hour a.m. 


2Dd. INJURY OCCURRED 
Wohila Not Whila 
at work ["] at work [} 


2Da. PLACE OF INJURY (Homa, farm, | 
factory, streat, office bldg., etc.) : 


1 


MEDICAL CERTIFICATION 


. 19 

21. I certify that | took charge of the remains described above, held an Autopsy fal Inspection Inquiry 

Natural causes RY Accident ra Suicide al. Homicide im Undetermined manner oO 
‘CHIEF MEDICAL EXAMINER im 


and in my opinion 


t, wh MD. ASSISTANT MEDICAL EXAMINER oO DATE SIGNED 
DEPUTY MEDICAL EXAMINER /~ = 6- G 
ml Am € s_ I. Mar s TL Mar Addrass (Street, city, town, of county) f 
2b. ay, THEREOF ic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) ra (Siete) 


REMOVAL nel 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to! 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Boar, 


or its designated agent, prior to burial, cremation, or removal, and in any ey 


Ny AY | SYD 


24a. REC’D BY “et | 24b, REGISTRAR’S SIGNATURE 


vadAN 31 61 Onttun £ Ainaa 


TO m » MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If 


VEN ee CREEK 


ji i usr Windowed 


> 


lay is necessary, 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to thevuneral director. Page 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. 


z TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit perm 


be 


4 TO x 3 MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If 


gy 


lay be retained for your files. 


e 5 


it. File pages 


u> 
a 

a 

<< 


ith the State Board of Health, 
— 


fter death. 


‘2. hour: 
wand 


5 


or its designated agent, prior to burial, cremation, or removal, and in any event with! 


ys 


? 


1 


Ly 


PLACE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


G&7 MEDICAL EXAMINER'S CERTIFICATE OF DEATH C0445 


“|| 2. USUAL RESIDENCE (Whar dacaasad lived, If institution: Rasidance bafore admission) 


a. COUNTY a, STATE b. COUNTY 
i EME Caolinte «ee manvianp || "Maryland _ “_Balto.City “_ 
b, CITY OR TOWN (if oulsida corporate limits, ¢, LENGTH OF STAY IN 1b . CITY OR TOWN (If outsida corporata limils, write RURAL and give nearast town) 
wrila RURAL and giva naares! town) 
Sykesville ! ng ote ,28days __ Baltimore 5 Li es 
d, NAME OF HOSPITAL OR INSTITUTION [if nol in hospilal, give streal address) d. STREET ADDRESS o 1S RESIDENCE 
ON A FAl 
__ Springfield State Hospital 518 N. Highland Ave.- __| ves [] No [at 
NAME OF First ' "Middle - Lasi | 4. DATE - Month ‘Day Yaor ’ 
DECEASED OF 
mem ‘Mary Catherine Warehime Harman | >" January 16, 19 61 
SEX 6. COLOR OR RACE|7, mapriep [] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE [in years |IF UNDERT YEAR| IF UNDER 24 HRS. 


last birthday) eal] Days 
| 


i st 


Hours ee 


ee White 


winowen[] _pivorceox | February. 3,1885 


1De, 


dona during most of working lifa, avan if retirad) 


. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY 


V1. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Maryland 


Housewife 


13. 


FATHER’S NAME 


Charles Warehime 


14. MOTHER'S MAIDEN NAME 


Jane Warehime — 


1S. 
{Yas 


WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


s, 10, or unkown) | (Ifyasgivewarordalesofservice) 


No 


17, INFORMANT Address 


Springfield Hospital Records, 


MEDICAL CERTIFICATION 


‘8. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (e).] ] INTERVAL BETWEEN 


‘ ONSET AND DEATH 
PART I. DEATH MEDIATE caust o)_ Bilateral bronchopneumonia. ‘ liner || Bays. ~ 
“fT C ) DUE TO 
Conditions, if any, which *) w_Arteriosclerotic heart disease. |. Yeares 


gave rise to immediale cause 
(a), stating the underlying DUE TO 
causa last. (ce) 


| 19. WAS AUTOPSY 


-B.S.assoc.with circ.dist.with cerebral arteriosclerosis with EER ORM ECT 
a paxchotic reaction. _ ; ae. ee a, See ED, 3/a JE 
ERDANT TE occOREN ne a 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Part W of ilam 1B.) 
CAUSE OF DEATH. atient's leg gave way and she fell to floor of ward. 
20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 2De. PLACE OF INJURY (Homa, farm, | 208. (City or town) (County) (Stala) 


bare “aan While __Not While factory, slrest, office bldg., etc.) | 


10:20 AM 12 1 at work [_] at work 1 
21. I certify that | took charge of the remains described above, held an Autopsy Eh Inspection | — Inquiry ial and in my opinion 


death resulted from: Natura! causes ay Accident (oF uicide fal. Homicide im Undetermined manner oO 


CHIEF MEDICAL EXAMINER [] 
ACTUAL ) ) 
SIGNATURE gf ®t, 


map, ASSISTANT MEDICAL EXAMINER [“] DATE SIGNED 
i DEPUTY MEDICAL EXAMINER [X] 
EXAMINE! 1/16/61 
NAME (Typ James T. Marsh, M.D. Addrass (Sireel, city, town, or county) / / 


22a. BURIAL, CREMATION, | 


Zac, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Cily, town, or country) rr) 


MOVAL (Specify) 


23, 


TLgLby | Bpaactad’ Ue 


'UNERAL DIRECTOR sey n 5 e wed. 
EDiyt ype fetatrandle 2d: = 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH CG445 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
a.couNTY Garrol] MARV 2. STATE Maryland i county Was 


b. CITY OR TOWN (If outside corparate limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside carporote limits, write RURAL ond give neorest tawn) 
RURAL ond give nearest town) 
Sykesville S days Cumberland Oat +2 


Z 


d. NAME OF HOSPITAL (IF nat in haspital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital, 512 Cumberland ves CJ NO OE 
. pace First Middle Lost 4. DATE Month Day Year 


agen Frisby Tilgman Hassett Sart 1 1 19 61 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED {5 | 8. DATE OF BIRTH 9. RED IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Ma White irthday) [Months] Doys | Hi Min. 
le a WIDOWED [] DivorceD [] 3-5-1879 cial yrs. aegiliene | pane 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast pf working life, even if retired) 


Contractor Maryland U.S.A. 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John C,Hassett Sally J.Coutom 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


vier oad Tonka Biya pire overlie loti See} 
\ no lek Hospital records 


1B. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), ond (cl.} INTERVAL BETWEEN, 


ADE Ee Arteriosclerotic Heart disease and years 
er ee Nephro-sclerosis 
Gan atisee, itanyeuhich) Generalized arteriosclerosis yerus 


gove rise to immediote 
cause (a), stating the under. 
lying cause lost. 


Part Il, OTHER SIGNIFJCANT.CONDITIONS CONTRIBUTING TO QEATH BYT NOT RELATED JO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. WAS AUTOPSY 
C.B.Sadue berebra arteriosclerosis 4 ero with psychotic reactions. vai) Noo] 


y the funerol directar, 


's after death. Page 4 
Pages 1 ond 2 should be filed with 


bags: 
# 


te has been signed by the attending physician and completely fille 


Ss 


Then pleose remave carbon papers. 


‘ansit permit. 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour a.m. While Not while factory, street, office bldg., etc.) | 
H 


19 lot work [1] of work 


MEDICAL CERTIFICATION 


1960. , to. 1-261, 19.61, that (I) (we) lost 


A 4308, fram the causes and an the date stated abave. 
22b. DATE 


ATTENDING si 
PHYS. biReCTOR Pins 2) HLS T9E1 
22d. ADDRESS 


M.D. 
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Agustin del Campo, M.D. 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) 
REMO' 


Rial |Jaw S- 1761 fest Hite Centréup ¢ 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRES: 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
5 Ma eee Powar ul 
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TO HOSP. 


So 
as 
=> 


MARYLAND STATE DEPARTMENT OF HEALTH 


“agree OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH C447 


aoe 


~~ cs 
a 3 \ 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
2 8 9. COUNTY Py 0. STATE b. COUNTY 
IES Carroll pane fa: 

ae 3 b. CITY OR TOWN (If outside corporote limits, write ENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
3 s RURAL ond give nearest town) 

mcd 
7 32 Rural _ Taneytown 
2 22 d, NAME OF HOSPITAL [If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
Cd a OR INSTITUTION / ON A FARM? 
i»: Pleasant Valley ve 0) NOs 
ee o 3. NAME OF First Middle Lost 4, DATE Month Day Yeor 

= DECEASED | F 

3 (Type or print) Bertha Louise Helwig DesatH ~=—s Januar 24 19 61 

Ss 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 

a lost birthdoy) Min. 

28, 1884 76 on. 
100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife Own home Carrol] County U.S.A. 


}. FATHER'S NAME. 


Aaron Freeland Heltibridle Sarah Ellen Formwalt 


5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 


[Yes, no, oF unknown) {It yes, give war or dates of service) 
* ie See Mrs, Leroy Helwig,19 Rita Marie, Littlestown, Pa 
INTERVAL AG 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b}, ond {c) . AND DEATH 
a 1 04 WAS CAUSED. Beate. Cocescany Pe Liny Ccelessece, oars ‘ 
~_ 6 ) DUE TO . : an =, t 
CeRatnonsr it AN. eh Clu. Lteeg clerele Meet ro 2 Sa, 


gove rise to immediote 
(0). . Reruns DUE T; 4‘ x - s q , 
WERT ee ltarthia. [tteclelive , Lepertetiagy dente Sicleres!S 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISERSE CONDITION GIVEN IN PART T(o)|19. WAS AUTOPSY 
yes [] NO a 


14, MOTHER'S MAIDEN NAME 


Then please remave carbon papers. 


200. ACCIDENT WAS UNDERLYING 11 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


a, 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 


Hour 0. m. Not while 
of work 


20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stote) 
foctory, street, office bidg., etc.) | 
1 


P(BS 8 ‘eal _ 19Gf., that (1) gua} fost 
1 & f, and that death occurred Sa , fram the causes and an the date stated abave. 


Z28POATE 
ATTENDING. ED. STAFF SIGNED 
. | PHYS. or kPace PHys. C] YH, <SHoh 
‘7c. PHYSICIAN'S 
NAME (7) —_— 
ee K i MeVav 


| ar attending physician. 
MEDICAL CERTIFICATION 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 
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22d, ADDRES: 


¥ 


1 


the State Baard af Health prior to burial, crematian, or remaval, and in any event, within 72 haurs after death. 


page 3 shauld be detached far use as the burial-transit permit. 


a 2 23c. NAME OF CEMETERY OR CREMATORY JON (City, town, or county) (Stote) 

= 

a 2 28, 1961 | St. Mary's Cemetery Silver Rin, Carroll, Maryland 
a 25b. REGISTRARS SIGNATURE 


Le ADDRESS 250. REC'D BY REGISTRAR 
on Taneytown Maryland pate GAN 2 6 61 


Outhun § Feawa 
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as 
=> 
La 
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<= 


»* 


ES 


s after death. Page 4 


a) 


FR 


py the funeral director, 


Pages 1 and 2 should be filed with 


& 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


5§ CERTIFICATE OF DEATH CLARK 


5 Ae cee 3h ee eee ee (Where deceased lived. If institution: Residence before admission) 
ay a b, COUNTY . 
Carroll MARYLAND Maryland Balto,City * 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
— nd give qegrest town) 5 
Kkesviitle Smos.19days Baltimore 


a. NAHE OF HOSEITAL (If not in haspitol, give street address) d. STREET ADDRESS S «5 RESIDENCE 
Springfield State Hospital 907 Low St. —> VOJ-4%) eo tom 
. pes oath First Middle Lost 4. ag Month Doy Yeor 
fivcateriacd Henry C. Hofmann DEATH Janusry t,~ 219 
5. SEX 6. COLOR OR RACE | 7. MARRIED EX} NEVER MARRIED [] 


B. DATE OF BIRTH ay Linco IF UNDER 1 YEAR) IF UNDER 24 HRS. 
jst birthday) | Month: Min, 
Male White wipowen [] pvorceo] | May 25, 1900 60 Fane ae Exes “ 


Wo. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
dug g mast of yor life. even if retired) 


Then please remove carbon papers. 


OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 
the State Board of Health prior ta burial, cremation, ar removal, and in any event, within 72 haurs after death. 


ined by the haspital or ottending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


page 3 should be detached far use os the burial-transit permit. 


TO HOSP} 
may be § 


a 


a 
as 
=> 
2 

2 

poe 
Be 


laneer - Maryland U,Seh. 
|. FATHER'S NAME. 14. MOTHER'S MAIDEN NAME 
Julius Hofmann Adele Chatin 
L WAS PEA SEU EVER IN, U, S. pl hie A 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
Paes eas gece Meee, nth ae : 
° | - 213-20-39L1 Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 
PART |. DEATH WAS CA\ 
OFT IMMEDIATE CAUSE (a) Loahay See rel pu eve 2 fo] 
é f t re) A DUE TO 


Conditionspif ony, which (b) 
10" ise to i 
gove tise to immediote | 1. o | 


INTERVAL BETWEEN 
ONS§T AND DEATH 


as 


cause (a), stating the under- 


lying couse lost, ) 
Selif at Il OpTiPETVe WS SSCL HS TRIBUTING LO DEATH BUT NOTRELATEQTO HEE E a8 MIN, ON ALS ISERSE Sree es MN eave bed fo) |19. Wes Ae 
estatonre vype ee 
pris with psychotic reaction, yes NoO 


dy 


MEDICAL CERTIFICATION, 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 
Hour a.m. While Not while 
lot work [7] al work 


21. | certify that (I) (this haspital) attended the deceased fram.__Y a hss wanuary 75 1 Ol, that (1) (we) last 
saw the deceased alive ondanuary_7,_1961. and that death’ eure apes the causes and an the date stated abave. 


‘22a. SIGNALURE t 7b. DATE 
ATTENDING MED. STAFF Nia 
2) M.D. | PHYS. DIRECTOR PHYS. £1] oe 
q B 


ential 22d. ADDRESS. 
tin__delGamo, M.D. oe a eee” iis 


Tab, DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


3 1/41 Westem Conetery 7: mor Morvlend 
INERAL DIRECTOR'S SIGNATURE ADDRESS. 250. REC'D BY REGISTRAR 25b. REGISTRAR’: *§ SIGNATURE 
Tey d, 11 61 Lint sh Tra 


20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
foctory, slreet, office bldg., etc.) | 
' 


23a. BURIAL, iSpeciin | 
REMOVAL (Specify) 


rt 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


G51 


MARYLAND STATE DEPARTMENT OF HEALTH 


CERTIFICATE OF DEATH (60449 


s after death. Page 4 
y the funeral director, 


© 
fay 


* 


Pages | and 2 shauld be filed with 


13. FATHER'S NAME 


iz PLACE OF DEATH 7 Usual RESIDENCE (Where deceosed lived. If institution: Residence before ney 
9, COU! 0. STATE b. COUNTY 
Carroll ee Maryland Balto.City 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 
RURAL ond give nearest town) Se, Ab 
Syke sville 2yrs.llmos.$days Baltimore 13 = ) | = 
d. NAME OF HOSPITAL (If nat in haspital, give street address) <d. STREET ADDRESS efIS RESIDENCE 
OR INSTITUTION ON A FARM? 
i 1769 Darley St. we El og) 
. NAME OF First i 4, DATE ¥ 
a irs Middle Last Manth Day ‘ear 
Ci Sa) George Alfred Hubbard, Sr, PATH January 9, 1961 
5S. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [a], 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR! IF UNDER 24 HRS. 
last birthday) [Months| Days | Hours | Min. 
_White WIDOWED. & bivorceo [] June 62. yes. 
10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |1). BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retired) 


14, MOTHER'S. onl NAME 


1S. WAS DECEASED EVER IN U. S, ARMED FORCES? 


(Yes, no, or unknown) 


16. SOCIAL SECURITY NO. | 17. INFORMANT Address. 


Then please remove carban papers. 


It yes, give wor or doles vice} " 
[“eernenen" | 543-10-3,01 | Springfield Hospital Records 

18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-} INTERVAL BETWEEN 
ONSET AND DEATH 

PART I. DEATH MEDIATE Case fo) Acute purulent meningitis Days 

) 5 1] DUE TO 
Conditions, if ony w Infected emboli in carotid artery Days 
coike oka ae oueto Garcinoma of tongue and neck Months 
lying cause lost. () j r 


¢ buriol-transit permit. 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}/19. WAS AUTOPSY 


4.B,S,associated 


with alcohol intoxication. ves NOT 


20c. ACCIDENT WAS_UNDERLYING | 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port li of item 18.) 


MEDICAL CERTIFICATION: 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 


Hour o,m. 


9 


21.1 certify that (1) (this haspita 
saw the deceased olive ondan. 8, p+8 19.61... and that death accurred do. 30sMfrom the causes and an the date stated abave. 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
factory, street, office bldg., etc.) ! 
t 


19.58, tolanuary.9,_..1961L., that (1) (we) lost 


While Not while 
at wark [_] at work 


) attended the deceased from..Feh._1, 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 


ned by the hospital or ottending physicion. 


¢ 


Agustin 


Za. SIGNATURE ar 7b.DATE 
c x TENDING TAFF 
ean, hf Carr Lt MD. Ps Oikector C] PHYS. 1/9/6 
—— 


22d. ADDRESS 


Springfield State Hospital, Sykesville,Mi, 


delCampo, MD. 


the State Board of Health prior to burial, crematian, ar remaval, ond in any event, within 72 hours after death. 


© FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and campletely fi 


page 3 should be detached far use a 


moy be 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 


23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) {(Stote) 


a5 TO HOSP 
=> 

2a y 

cS 


24. FUNERAL DIRECTOR'S SIGNATURE 


Bein” [aoasoe1 | maatimara sates, tan 
ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
1901 Eastern Ave. pare VAN 11°61 | 


Lilly & Zeiler Inc. 


CQnthin 9 de 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE G92 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 60450 


HEALTH DEPT. |Setact or pearn 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
23. e. COUNTY a. STATE b. COUNTY 
gas .*—__ Canreda. pl LD ___ Maryland __ eet Be 2 
$5 b. CITY OR TOWN [if outside cocporete limits, | & LENGTH OF STAY IN Tb |] 3.6, CITY OR TOWNUIf outside corporete limits, write wee, Odd town) 
3 g s write RURAL end give neerest town) | 
€ °o 
Bea aneytown years — Taneytow: _* 
>? 5 a d. NAME ey torn. OR INSTITUTION (if not in hospitel, give Mest eddress) d, STREET Fonte vi | tS WoAt a 
Bora ON A FARM’ 
ar 
a 8 ze <ua2ij, Es Baltimore Street | J 23) &, Baltimore Street __| L1G) 
na oS 3. NAME OF Furst Middle Last | 4. DATE Month De Yeer 
72550 pea OF 
=e (Type or print DEATH 
23 a g ee __. Charles Ss __Thomas____ et _ lis January — 19 61 
£5 5. SEX 6. COLOR OR RACE|7, MARRIED [~] NEVER MARRIED Jig] 8+ DATE OF BIRTH 9. AGE (In yeors |TF UNDERT YEAR| IF UNDER 24 HRS,_ 
7 lest birthdey) |Months| Deys | Hours | Min. 
wipowen [| DivorceDX] | yy, 7, 197 OQ 
YOe. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Siete or foreign country) ~—~—~—~*|+- 42. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
|_Plumber - ____! Oyn shep wularyland as 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


MEDICAL EXAMINER: This certificate should be executed within 24 hourgafter death. If 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pag: 


Gertrude Boyd 


17, INFORMANT Address 


—Miss Nellie Humbert, Taneytown, M 


|__.___Herbert. 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown) | (Ifyesgivewerordetes of service) 


16. SOCIAL SECURITY NO, 


Te er eee 


0. — = = = 
1B. CAUSE OF DEATH [Enter only one cause per line for (e), 
PART |. DEATH WAS CAUSED BY: 


ae ts 
INTERV AL BETWEEN 
ONSET AND DEATH 


IMMEDIATE cause (e) ACUte Coronary Artery Occlusion Few minutes 
O , | x10 
Conditions, if eny, which ()_ le 7 


geve rise to immediete ceuso 
{0}, stating the underlying ( DUETO 
cause lest. {e) == <= = =! 
Gi z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WAS AUTOPSY 
eee PERFORMED? 
i= 
1S ves [1] No 
& | 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED. (Enter nelure of Injury In Pert | or Pert Il of item 18.) z — 
& | PRIMARY (J or CONTRIBUTING C] 
G | CAUSE OF DEATH. 
< 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, | 204. {City ortown) SCS (County) —S*«GStete) 
a Hour e.m. While __Not While fectory, street, office bldg., etc.) 5 
Ea aie 19 jet work [_] ot work [] t 
21. I certify that | took charge of the remains described above, held an Autopsy EF Inspection pe Inquiry feb and in my opinion 
death resulled from: Natural causes &. Accident im} Suicide im Homicide im Undetermined manner Oo 
(2 Ww CHIEF MEDICAL EXAMINER [~] 
ACTUAL . ca, ‘ V DATE SIGNE! 
\ ee taane ~ pap, ASSISTANT MEDICAL EXAMINER [7] ; IGNED 
MEDICAL re VA 
gre 3) DEPUTY MEDICAL EXAMINER [XX] Aoting 1/3 ‘61 
=| .NAME (Type) R. S. McVau __Address {Street, elty, town, or county) =e 


2Ze. BURIAL, CREMATION,| 22b. DATE THEREOF | 22. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) ~ (Siete) 


REMOVAL (Specify) 


= ET Reformed Cemetery 
N ‘ -0.Fuss & Son Taneytown, Maryland _ 


TO DEY 
or its designated agent, prior to burial, cremation, or removal, and in any event within 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3.- 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 


240. REC'D BY REGISTRAR 


pare YAN 561 


E 
a 
Es 


gs 
= 
3 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
(4 5 
853 CERTIFICATE OF DEATH dg ote, COEST 


_ 


a . 
& 3 1 eae ae “tr ee (Where deceased lived. If institution: Residence before admission) 
Pte a. ft a. b. COUNTY 
ee CARROLL MARYLAND MBRYLBHD CARI OLL. 
3 . b. FST pea ads (lt pore piri limits, write ie LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
o or jive neores! lown) 5 
$2 EW ok fu RAL | YEARS EW Widsof RvRA A 
<=: d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
5 = OR INSTITUTION ON A FARM? 
ES ] Yes E-nNlo FD 
3. even ag First Middle lost 4. Dae. Month Day Yeor 
wmernfoBERY ARCHIBALD KEEFER ret ae 7 Gf 


5. SEX 6 cotor OR RACE | 7. MARRIED BE}-TEVER MARRIED (| ® DATE OF BIRTH 


/] Ww WIDOWED (J oworceo 1) (IAW /S - SIS E 


100. USUAL OCCUPATION (Give kind of work done|10b, KIND OF BUSINESS OR INDUSTRY 


during most of working life, even if retired) 
iy ig OWN FAR 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthdoy) [Months] Doys | Hours] Min. 


72.0 


11. BIRTHPLACE (Stote or foreign country) a OF WHAT COUNTRY? 


JIBRYLAND YS 


death. 


z bi 
ve corban papers. Pages 1 and 2 should be filed with 


a 3 
¢ & 
he 
5 3 
TS 
3.6 
g 8 
& 2 
eee 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
&. one [- s 
#3 Wor FEEFER KEBECCA FOWLER 
et aoa 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT ‘Address 
2 

5 6 E = (Yas, 20, 0¢ unknown] | {Il yes, give war or dates of service) EH < ip 
5 pis BS. ERTIE AEEFEL MEW WINDS OFF: 
pMningeke 18, CAUSE OF DEATH [Enter only one couse per line for {0}. {b), ond (c)-] INTERVAL BETWEEN, 
oy ee PART |, DEATH WAS CAUSED BY: ‘ s 
pe ote 4 IMMEDIATE CAUSE (0) 
cae Seg of DUE TO 
emer j : : : Arw 
= fer Conditions, if any, which (by Za 4 ; 4 a 4 
8 geES gove rise to immediote ra 
By Ye couse (o), stating the under. ( OVE TO 
Sew nv lyi lost 
FeV*xrR ying couse lost. to 
8bcR pringicolse Seat. 
2586 ° 4 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAt DISEASE CONDITION GIVEN IN PART 1(o]|19. WAS AUTOPSY 
2ase9 [5 es 
= = uv 
Foss = | 200. ACCIDENT WAS UNDERLYING C1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
Sree ac & | OR CONTRIBUTING C1 CAUSE OF DEATH 
qeegs & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
Sotes & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
wosgo so 4 y 
E58 os 5 Hoare i? aloe foctory, street, office bldg., etc.) ! 
zi w v 
ape 6 = p.m. lot work [] ot work [J t 
25525 
Poh geliaes 
giz3e 
eigca 
E Cassy 
C0 ew 
expels 
Oea5zh 

Bie & PHYSICIAN'S 

Pace Be eet a Ee Se 
Fs 33 > To. BURIAL CREMATION, Vib, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Md. LOCATION (City, town, or county) (Stote] 

>> B+ R AL (Specil : = 4 IAP 
ats. BUKIA iljefel ST SAMES CARR(LL ZO pD 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Jag. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Wensra8) > UV Mtr, Vdenos Lise Andel, Jel exsjan 11 '61 Cinthun £, Flrnie 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


654 CERTIFICATE OF DEATH C8452 


~ os : 
% He ps ip aaa Hosa 2. Seer eNee (Where deceased lived. If institution: Residence before admission) 
‘ i o. Col ce, b, COUNTY 
a £3 5 Ce} MARYLAND 
s arroll 
= i) b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town) 
gs RURAL and give neorest town) 0 1/2 
Poe ag avi + [4] * 
5 = sy mos.~13 days Frederick 5 
B 28 NAME OF HOSPITAL (If nat in hospital, give stree! oddress) d. STREET ADDRESS e. 1S RESIDENCE 
2 
3 He OR INSTITUTION ON A FARM? 
nes Of; pringfield State Hospita |____Montevue Home ves) NOX] 
. 5 NAME OF First Middle Last 4 DATE Month Dey Year 
ae 4 
© 08 ee) Orville Henry KEFAUVER | DEATH 1 - 
2 mes S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [X) | 8. OATE OF BIRTH % AGE Un poor [iE UNDER 1 YEAR| IF UNDER ous 
Se in 
3 2s = male white wibowep [] bivorceD [) 10-3-81 
foes 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country] 12. CITIZEN OF WHAT COUNTRY? 
5 ¢ ! 
8 ses during most af working life, even if retired) $ 
wea & Farmer, laborer f arm Maryland U.S.A. 
g oak 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
§ 6. 
ac ONCE Niles 
B Bet Oliver Kefauver Martha Nikirk 
ale. Ble 115. WAS DECEASED EVER IN U. 8. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
< a 5 5 {Yes. #0. or unknown) (IF yes, give wor or dates of service) 
B gts Po | none Springfield State Hospital Records 
3 2 8 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
3 26 PART |. DEATH WAS CAUSED BY; : 
Liens 38 IMMEDIATE CAUSE (o)_ Cerebral thrombosis. days 
pa a =5 UD? of DUE TO 
oe 23 NE Ae ries wo _Arteriosclerotic cardio-vascular disease. years 
8 peta gove rise to immedio! 
eas cause (0), stoting the under. { DUE TO 
Tae ee lying couse lost. ©. 
feces Ha ae 
2085. z Paar i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT.NOT RELATED TO THE,TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19, WAS AUTOPSY 
S3sts 0 |2!/C.B.S, assoc. with cerebral arteriose srosis, With psy. reaction a 
£5825 é|_c.p Agso h senile brain disease, with psychotic reaction O 
epee h = 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port It of item 18.) 
Pea ie 
oe2rs & | OR CONTRIBUTING CJ CAUSE OF DEATH 
2282" 4 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 3S = 
2 Sages & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, form, 1 20F. (City or town) (County) (Stote) 
Ean S ao fay Hour o.m. While Not while foctory, street, office bldg., etc.) | 
z5:7?2 = p.m. 19 Jat work [] at work H 
e5,05 ; ; ; 
Zz es 25 21. | certify that (I) (this haspital) attended the deceased from.____L1=14.__ ioe = ee ” 19.61, that (!) (we) last 
2323 : 
gasses sow the deceased alive an _1-28— 196]. and that death occurred at ram ‘the causes and an the date stated abave. 
Zee 8 : 
F=os8 2a. SIGNATUR fy ] 22b. DATE 
Cayo / ATTENDING MED. STAFF epee 
eS - Lowi] PHys. DIRECTOR PHYS. 1-28- 
0 fE0 3 2c. PHYSICIA Zid. ADDRESS 
oe ype) 
ee: / J. Raymond Gledde, N.D. Sykesville, Maryland 
Pe 230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME-QF CEMETERY OR CREMATORY Zad. LQCATION (City, towk, or county) (Stote) 
05535 REMOVAL (Specif}) 
& 
Bote Weveal 11/31/1961 exovr4 Wem. [TK SV0.DU. (Qu, 
roe ‘ 24_ FUNERAL DIRECTOR'S SIGNATURE ADDRESS 750. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
y 
nes RORENE iS Lo : tua sf Asa 
tga 9799) nd ~ aS \ mal o co, oars JAN 31 61 au 


* MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


£55 CERTIFICATE OF DEATH £0453 


“]). PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
0. COUNTY °. b. COUN 


Carroll MARYLAND: 


~ 
e 
a 
oo 
2 
re b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 54 RURAL ond give neorest town) 
Bie rural~-Sykesville ~-Sykesvilie 
2 22 d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
a) OR INSTITUTION ON A FARM? 
nas ly |. Johnsville ves) NOB 
7 
- % ae g ) NAME 3 First Middle Lost 4. DATE Month Day Year 
pare: (rpe ori GEORGE ANTHONY _KING beam «JANUARY 24, 19 61 
oe 
es S. SEX 6. COLOR OR RACE |7. MARRIED [[) NEVER MARRIED [if | 8. DATE OF BIRTH of serine IF UNDER 1} YEAR| IF UNDER 24 HRS. 
S lost birthdoy) ths Hot Min. 
A 2 eq |wivowen DIVORCED [] 11 -5= 4 960 oa, ‘gi 3 urs in 
Cae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) fi2.cimizen OF WHAT COUNTRY? 
g3 during most of working life, even if retired) Bj | 
Bee none =---- Maryland Carl lJ Bs ee 
s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
unknown Adeline Ison 
1S. WAS DECEASED EVER IN U. S. ARMED till SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yes. no, oF unknown) {IF yes, give wor or dates of service) 


INTERVAL BEJWEEN 
ONSET ANP’ DEATH 


PART |. DEATH WAS CAUSED BY: 
Cc IMMEDIATE CAUSE (0) 


pr DUE TO 


18. CAUSE OF DEATH [Enter only one couse per "ah (b), ond {5)-] ee 


Then please r 


Conditions, if ony, which " 
Gove rise to immediote 

couse (0), stoting the under. ( DUE TO 
lying couse lost. ©) 


The law requires thot the death certificate be executed within 2 


After this certificate hos been signed by the attending physician and completely fille 


se 
s 
a 
g85 4 Paar II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[o)|19. WAS AUTOPSY 
Rot 3 
ag 5 D7 vs] NOD) 
alr = 200. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
2322 & | OR CONTRIBUTING CI CAUSE OF DEATH 
Zesez © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Soce & [206 TIME OF INJURY Month, oy. Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, fay, 120. (City or town) (County) (Stote) 
S5re 5 Hour 0. m. ita © cee HO foctory, street, office bldg. tc.) | 
= si? g p.m. 19 Jot work [7] ot ue : ' 
oo,2 ‘ . A 
zee 21. | certify that (I) (this haspitgl) attended the deceased from__, fe, 1K, ta SIE _ XY =. 19.466, that (I) (we) fast 
o2<2 f A 
226 4 saw the deceased alive on_ ho 192! and that death accurred at 6.2 M6 fcBtn Me causes and on the date stated abave. 
BE65 20. SIGNATURE id oe Melk: 
<56° . ATTENDING STAFF cd s 
ee 2 r . PEVa Mo. ef tooo Eo N- 2574 Oo 
0 2%> Wc. PaVSICIAN'S oa ADDRESS 
= 'ype) s = oe 
oi y = Vay, oF 
pS Las CnS TBAB QP hae Lt fe PLL DAL G 
e225 Ba. BURIAL, CREMATION. [23h, DATE THEREOF 3c, NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town, or county) (Stote) A 
>> B insu 
zo poe s 
ote e ‘BURTAL | 1-26-1961 Fairview Cea eet 
= - Qf. FUNERR DEE DIRECTOR’ eR TURE ADDRESS. 250. REC'D BY cee 5b. REGISTRAR'S a Ure, 
veaisay QS Winfield, Md. pare YAN 2 7 6 i el 
15 5 


= 
QS 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND { G 4 & 
Baa Ge 456 CERTIFICATE OF DEATH 
> 3 = f ia PLAGE OF DEATH ae USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= 32 z arro marytano || STA b. COUNTY 
: ~“. A "Maryland 
Sea: 2 b. CITY OR TOWN (If outside corporote limits, write ]c. LENGTH OF STAY IN 1b |] _ ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 & RURAL ond give nearest town) 
3 Sz 
eer kes a 9 days X Finksburg 
ose cd: NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRES: @. 15 RESIDENCE 
° Lo a A, | OR INSTITUTION ; ON A FARM? 
eS, Q Dringfield ate Hospita - ves []_NO fi) 
Po |_02] 3 
FS 3. NAME OF First Middl 4. DATE ¥ 
. 3 EG Bee irs idle lost Da Month Day ear 
£3 Uyperogpret! Herbert Raymond Lambert = January 25 1%) 
23 5. SEX 6. COLOR OR RACE |7. MARRIED [&] NEVER MARRIED [-] | 8. DATE OF BIRTH 4 Pascale IF UNDER 1 YEAR] IF UNDER 24 HRS. 
. jost birthdoy} [Months] Da H 
é Male White [wow wore | 103-82 pf MANE oe 
¢ 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
: during most of workiga life, even if retir 
| Beane Dealer S21 [77r22, = uarytand U.S.A. 
KA 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT : Address 


Then please remove corbon papers. 


The law requires that the death certificate be executed within 24 b, 


2 
= 
o 
2 
a 
E 
Ss 
8 
z 
8 
© 
3° 
i) 
Bak 
a 5 > {Yes, no, or unknawn), (IF yes, give wor or dates of service) 
o > 
Ege unknown |" = = Springfield State Hospital 
Ege 18. known OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
Bae PART I. DEATH WAS CAUSED BY: Reape WNC 
ar immeDiate Cause o)_ _Arteriosclantic Heart Disease years 
£265 ba a ©. DUE TO 
eS 
fee psi shar Sal fa Coronary Arteriosclerosis years 
BES gove rise to immediote 
5265 couse (0), stoting the under. { DUE TO 
ges ane wcll) — Terminal Bronchapneumonia or 4 days 
Bo— a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
pois 
S835 S| CBS associated with arte erosis SINCE! 
~ ee € = | 200. ACCIDENT WAS UNDERLYING C] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 1l of item 18.) 
Zooed wr] & | OR CONTRIBUTING C1 CAUSE OF DEATH 
<pee— yy] & | UF EITHER, NOTIFY MEDICAL EXAMINER) a 
Sie pane a 
Zeses & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, a Ne (City or town) (County) (Stote} 
5 are 6 Hour o. m. While Not while foctory, street, office bldg., etc.) 
zsE?? 2 me 19 lot work [1] ot work = ie 
On, es 
Zz gs aoe 21.1 certify that (I) (this haspital) attended the deceased fram. 1-16... ag wanda! 1-25=___., 191_, that (1) (we) last 
oL<2 
22a oe sow the deceased alive an = OL. and that death accurred al? pa: fram the causes and an the date stated abave. 
-=0O3 0. SIGNATURE 2b, DATE 
agar ATTENDING MED. STAFF SIGNED 
epee adw M.0. | PHYS O)_birector PHYS. $0 1-25-61 
O25re 2c. PHYSICIAN ‘72d. ADDRESS 
a3é NAME (Type) 
<£° Raymond Gladue, M.D, canst iald Sugbe Hospital, Sriepy ilies . 
BSZ°D 230. BURIAL, CREMATION, | 23b. DATE THEREOF a 
Q =P a? EMOVAL (Specify) y > 6/ 
o fo c= bp? )4AA VAPUL det Lup ‘ 
Via Zab. REGISTRARS SIGNATURE 


e . REC'D BY REGISTR 


ate JAN 2 7 '61 


ae 


Onthug £, Kiesd 


er 1, DIREQTORS SIGNATURE 
VR AIS (4) ; 
15M 9/59 : 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
g 57 MEDICAL EXAMINER’S CERTIFICATE OF DEATH neisialie! C0455 


Sl Be 

g 2 rf 1, PLACE Ge DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmitsion} 
he —— ©. STATE ». COUNTY 

ae arro sida haa Ma: and arro 

rat b. CITY OR TOWN iif ovnide corporate limits, write RURAL c. LENGTH OF STAY IN tb ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 

os give nearest town) 

yo =) 

3 5 a]1— 

os d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) @, 1S RESIDENCE 
aT 4 i ON A FARM? 
mee Re D. Sykesville Ro D.. vs NOG 
~ a <<  e 


mua 2 19 6 
9. AGE (In yeon [IFUNDER 1YEAR| IF UNDER 24 HRS. 


ico piohay) ae 
wioowenK] —_oworceo 1] | Sept. 13, 1893 67 yn. lee] Pople line 
100, USUAL OCCUPATION Gy) kind of work done! 30b. KIND OF BUSINESS OR INDUSTRY / 11. BIRTHPLACE (State or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
‘during most of working lite, even if retired) ° 
abo Maryland U. S. A. 


33. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Albert Lindsa Irene Young 


35. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yes, 90, oF unknown) Uf yes, give wor oe dotes of service) 
213-019 ht 1M eRoy pdsay., ke e Md 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c}.] INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: ONSET AND DEATH, 
ART I 7 
i IMMEDIATE CAUSE {o} —— 


», 
AP SUE fp overo 
Conditions, IF ony. which) gy 
Gove rise to immediote couse 


If any 


\ 


File pages 1 and 2 with the registrar prior ta buri 
ig ; 
Pi H 
Ci) 
9 
ron 
ct 
fo) 


, 2, and 3 ta the funer, 


fed ta the Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained far yo! 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


lem 18. Give Pages 1 


3 
$ {0}, stoting the underlying( DUE TO 
ie couse lost, —— =) (. 


Fs PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l{a}]19. WAS AUTE 
SOUT RECHINGHEIOEATED re 
a 
els 
i | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I ar Port It of item 18.) \ 
& | PRIMARY C) or CONTRIBUTING D) 
& | CAUSE OF DEATH. 
ee 
& | 20c. TIME OF INJURY — Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) {County) (State) 
a Hour 9. m, While. Not while factory, street, office bldg., etc.] 
= pm, v at work [[] ot work [J ' 


21. I certify that | taak charge af the remains described above, held on Autopsy [J], Inspectian i. Inquiry [XY and find thot 
death Be: from: Natural causes XJ, Accident [[], Suicide J, Homicide [], Undetermined couse [7]. 


A 
faiane wy Ne R a Mp, CHIEF MEDICAL EXAMINER [] renee 
g 
N. 


MEDICAL EXAPAINER: This certificate skauld be executed within 24 haurs offer death. 


ertificate, writing the ward “‘pending 


ASSISTANT MEDICAL EXAMINER [[] 


We «AREA DEPUTY MEDICAL EXAMINER Sq l-12-6/ 
(Specify) 


No. Ei vevale i ules 22b. DATE THEREOF Zc. NAME OF CEMETERY OR @ideiehtOn 22d. LOCATION (City, town, or county} (State) 
pecii — 


ar remaval. 


ove Carro Q Ma and 


2éa, REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
pate JAN 1 6 ’61 Chithun £ Fash 


BU a an Harmon 


23. FUNERAL DIRECTOR'S SIGNATURE 


C. M. W 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 x 
458 CERTIFICATE OF DEATH , (0456 


Reg. Dist. No. 


om 


13 PLACE OF DEAT A Pela Se (Where degeased lived. If institution: Residence before admission) 
°. ) t., 9. 8 b. COUNTY 
MARYLAND 
LbgiArd “th; O thtte 
av i b. CITY OR TOWN (If ide corporote limits, write | ¢, LENGTH OF STAY IN Ib . ¢ CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Cie they alec J! |) Lhe tees scaled 


- d. NAME OF HOSPITAL {If not in hospital, CS street aacdcen) ij STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION) tiL L) ON A No kt 
heLbag Seer V/ ZY Use Ati a3) a 24 


3. Ni 


|AME OF \ First Middle ot. 4, DATE Month 
@ tyes orient ANMIE - Vv 2 id) TS’ @) DEATH (Za eA S Day 2 es 


S. SEX I i COLOR OR|RACE |7. tl NEVER MARRIED [7] | 8. DATE OF BIRTH In yeors ee | UNDER 24 HRS. 


9A 
S ve rs i 
Lz ) WIDOWED iv@ Divorced [1] “eee [~ / I7C a =n a a 


10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign a 12. CITIZEN OF WHAT COUNTRY? 


dori Hof workingtife, even ired) 
bin tps, nS P retir Phe AUtAai« 708 APS A 
14, MOTHER'S MAIDEN NAI 


13. FATHER’S NAME = “ "0 
late frdr< if ar 


bltetidg aurels 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. “-} gee 


ee i oto 12 Ge B = eGewel LRizee estiauel, Ud 


1B. CAUSE OF DEATH [Enter only one couse’per line for (0). (b), ond es) INTERVAL BETWEEN 


ONSET AND DF ATH, 
PART |. DEATH WAS CAUSED BY. a a 
IMMEDIATE CAUSE [0] Movtty 


\ ' 
cna, a which pil 7 ul oA T paral tA 


gove rise to immediote 
couse (9), stoting the under. ( DUE 10 
lying couse lost, 6 


softer death. Page 4 
yy the funeral director, 


Then please remave corban papers. Pages 1 and 2 should be filed with 


the registrar prior to burial, crematian, ar remavol, and in any event within 72 hours after death. 


6 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician and completely filled f 


ficate be executed within 24 ly 


lyear 


ADDRESS (Street, city or town, stote) DATE S}GNED 


(Lahes wo. BSA WY Dur $F 
mows YSuhug Cree ko Wb 


720. BURIAL, CREMATION, | 22b, DATE THEREOF ‘22c. NAME OF CEMETERY OR Fee, 2d. oe ey town, or rd) > 


PAPE -9-6/ | Wttarho, 
yeu ik apy ADDRESS - ~~. 2da. REC'D BY ifs ‘Zab. Ll ay 1 2h, 
At. OT pele. “Hecesupprtere vid oardAN 1 0 '61 Chitin S Hash 


ACTUAL 
SIGNATURE. 


OR ATTENDING PHYSICIAN: The law requires that the death certi 


ne 

5 

sg Es Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO, DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19, WAS AUTOPSY 

ES is . ae re 

4 ; S Dias, Me. Ain, ves C1] NOEK 
2 C & 200. ACCIDENT WAS UNDERLYING []__ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

5 & | OR CONTRIBUTING CJ CAUSE OF DEATH 

z © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town] (County) (Stote) 
5 3 Hour om. Nee) 40 ile foctory, street, office bldg., etc.) | 

aa = p.m. vw jot work [] ot work H 

2 g 7 

= 21. | certify that | attended the deceased fram_ 22 ete / CO, 1960, ta yar | Ge___, GL, that | last saw the deceased 
2 F 

ri alive on_____\ ome’ wl ee ae that death occurred at//451’M, fram the causes and an the date stated abave. 
zd 

Ee) 

mol 

HH 


M2fes 


in 


ig 


TO HOSP: 
may be 


page 3 shauld be detached far use as the burial-tronsit permit. 


# 
Sa 
as 


urs after death. Page 4 


al 4 ’ 
Pages 1 and 2 shau 


OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 


¢ 


hysicion. 


ing p 


mined by the haspital or attend 


may be 
TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician and comp! 


by the fu 


letely fillea® 


Then please remave carbon papers. 


Ra 
a 


Se 


page 3 should be detached far use as the burial-transit permit. 


ca 


the State Board of Health prior to buriol, cremation, or remaval, and in any event, within 72 hours after death. 


o 


MEDICAL CERTIFICATION 


’ MARYLAND STATE DEPARTMENT OF HEALTH 


= DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND Ce 4 “iP | 


: 859 CERTIFICATE OF DEATH : 


1, PLACE fea 2. hte aeaetce (Where deceosed lived. If institution: Residence before admission} 


9. COUNT Mintae ||. °:* b. COUNTY of 


b. CITY OR TOWN {If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 2 a * 
mos.=12 d Baltimore #18 VO} vi 
a. NAME OF HOSPITAL ME not in ToaaTL give street oddress) d. STREET ADDRESS. : e. IS RESIDEN' 
OR INSTITUTION ON A FARM? 
field State Hospital 1528 Homestead St. ves) NOXK 
NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
(Type or print) DEATH = 19 61 
S. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [7] | 8 DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) Min. 
male white wipowed [] oivorceo CT) 6= 5=79 slo 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


12, CITIZEN OF WHAT COUNTRY? 
ees most of working life, even if retired) 


der a and U.S.A. 
14. MOTHER'S MAIDEN NAME 
a ce Covington 
15, WAS DECEASED EVER IN U. 5, ARMED FORCES? ]16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
(fer, no. oF unknown) {it yes, give wor or doles of servic} 
no | — Springfield State Hospital Records 
1B. CAUSE OF DEATH [Enter onl line fe , (b), ond fc}. INTERVAL BETWEEN 
[Enter only one couse per line for (0), (b), ond {ch-] ONSET AND DEATH 
PART 1, DEATH WAS CAUSED BY: : a 
IMMEDIATE CAUSE (0! fe) ays _ 


i} a Oy 0 DUE TO 
Conditions, if ony, which  _<Arteriosclerotic heart disease with 


gove rise to immediote 
couse {0}, stoting the under ( DUE TO failure. 
lying couse lost. Generalized arteriosclerosis marked, years 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} |19. Paes 
brain disease, with psychotic reaction, yes) NOXX 
20. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, T20F. {City or town) {County) {Stote) 
Hour o.m. While Not while foctory, street, office bldg., etc.) i 
p.m. 19 Jot work [1] ot work H 


21.1 certify that (I) (thts hospital) attended the deceased fram. _11-15-60__. 19 tos 27-6 ----+ 19._.-, that (I) (we) fast 
saw the deceased alive on___ 19.61, ond thot death accurred at 4% iW Buiifie caueeanthant therddie slelediebeues 


2o. SIGNATURE 7b. DATE | 
ATENDING MED. STAFF ‘ SIGNED 
ss ae OrecrorO PHYS. 7H 


Z2c PHYSICL cae as 


' Agustin del Campo, M.D, Sykesville, Maryland 


Go. BURIAL, CREMATION, | 23b. DATE THEREOF le NAME OF CEMETERY OR CREMATORY i LOCATION (City, town, or county) {Stote) 


Barwa” |Jan 31, i961 | Ft Lincoln Cemeter 


Colmar Manor, Md. 


24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


‘250. REC'D BY REGISTRAR 


F, Gasch's Sons Hyattsville, Md. oars FEB 2 61 


‘2Sb. REGISTRAR’S SIGNATURE 


Onttug 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


460 CERTIFICATE OF DEATH } 


ot 


1. PLACE OF DEATH 


UNTY 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
a. COUNT 


a. STATE b. COUNTY a \ 
Carroll oa 9 | Maryland Washington 
b. CITY OR TOWN (If outside corporate limits, write [ LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 


RURAL and give nearest town) 
Sykesville 25yrs.l0mos.lidays Hagerstown 


d. NAME OF HOSPITAL (if nat in hospital, give street address) d, STREET ADDRESS @. 1S RESIDENCE 
~. j Co 2- ~ 


ed. with 
) 
me 


€ 


4 


OR INSTITUTION ON A FARM? 
Springfield State Hospital a ves C] No Et 


|. NAME OF First Middle Lost 4, DATE Month Day Year 
DECEASED OF 


(Type ot print) Har Elmer Lucas DEATH January 5 19 61 


6, COLOR OR RACE |7. MARRIED[_] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday} [Months] Days | Hours] Min, 


Male winowen] —ivorceoO | January 31, 1891 697. 
100. Pet ee ye vase kind at cet aan 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
luring most of warking life, even if retired) 
Laborer = Virginia U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
James A. Lucas: Susie Rein 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


- Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond (c}-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 


c IMMEDIATE CAUSE (o)_ Carcinoma of rectum with metastasis to brai: Months 
} > 1) x DUE TO 


Conditions, if any, which (b) 
gove rise to immediote 
couse (o}, stoting the under- 
lying couse last. 


{c. 
» Part I.; IGNIFICANT IDITIONS RIBUTING DEATH BUT N: LATED, TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 19, WAS AUTOPSY 
chiZopprEnie Layer tory,” Cher Sie alse) CL FLEAS (0/19: BEREORMED? 


yes] NO 


by the funeral directar, 


Pages 1 and 2 should 
t 
hd 


{ 


urs ofter death. Poge 4 


é 


Then please remave carban papers. 


DUE TO | 


200. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING LE] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, T 208 {City or town) (County) (State) 
Hour 0. m. lite: a. Nor waite foctory, street, office bldg... etc.} | 
jat work [J ot work (] H 

21. | certify thot (I) (this hospital) attended the deceased fram.3/7/55..____. 19___. tod. ae 5, ____,. 196. that (1) (we) last 


Jan 5,_--19. 61and that deoth accurred a' LORMrom the causes and an the date stated abave. 
22b. DATE 


ATTENDING. MED, STAFF ED 
D.| PHYS. XX) pirectorO _puys. 0 a 5) ail 
72d. ADDRESS 


Springfield Hospital, Sykesville, Md. 
23a, BURIAL, CREMATION, 2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City. town, or county) {State} 


REMOVAL (Specify) . +s 
ia Jan.8, 1961 E. U. B. Cemetery Shenandoah, Virginia 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 28a. REC'D BY REGISTRAR Wb. Ma ales SUGAUATURE 
H Catan ALT 


Weep & Haight re kesville,Md. DATE aN 9 161 


MEDICAL CERTIFICATION 


M. 


a 
act 
2 
3 
3 
= 
5 
3 
8 
g 
3 
° 
3 
= 
[ed 
a 
5 
8 
= 
S 
8 
3 
w 
ss 
3 
= 
: 
2 
-. 
g 
3 
AL! 
° 
2 
= 
3 
< 
2 
3 
Fa 
zx 
x 
° 
4 
2 
z 
Fe 
2 
= 
< 
= 
° 


p 
= 
ey 
s 
2 
a 
3 
5 
5 
2 
2 
5 
« 
5 
‘3 
J 
4 
z 
a 
> 
if 
2 
2 
s 
3 
@ 
= 
> 
3 
2 
3 
2 
2 
|: 
oe 
eee 
a2 
ar 
ao 
ae 
£2 
Uo 
ey 
fe 
85 
28 
Ow 
se 
as 
£< 
fe 
Efe 
£0 
rd 
Ge 
afte 
4 
ft 
a 
& 
Zz 
2 
2 
° 
ks 


aad 


may be’ 


page 3 should be detoched far use as the burial-transit permit. 


TO HO 


-< 
Ped 
=> 
2a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


461 CERTIFICATE OF DEATH gic 


a 


~ vs 
a 3 be 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare admission) 
2 a 0. COUNTY Carroll MARYLAND 2. STATE Maryland b. county City 
£ Be b. CITY OR TOWN (If outside carporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
§ $2 RURAL and give nearest town) > : f 
> $2 Sykesville yrs.@mths.7dys. Baltimore VY of es 
e: £ SA d. NAME OF HOSPITAL {If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
6 =e g INSTIT fat ld State H ital 416 S.Macon St, reo NO 
pet ° 
heer) ipringfie ate Hospital. 
KS 5 3. NAME OF First Middle tost 4. pays Month ty Year 
x 256 ea William Henry Martell | Stam 1- 1 19 OL 
2 Bou S. SEX 6. COLOR OR RACE | 7. MARRIED [5 NEVER MARRIED BI B. DATE OF BIRTH 3 peta a nee eae UNDER 24 HRS. 
= 2 jonths i 
eee Male White wivowenE] —ptvorceot] | 5=28-1880 88 a ea | oe i 
BP Sesee 7 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 88 during most of working life, even if relired) 
© ees I Welder AAS; Maryland U.S.A. 
g O38 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
en. 
2: oBISRE Charles Martell Maggie Barber, 
5 har 
= Ps 8 & “ WAS bie es IN U. $. ~~ roRses? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
= GEE je, no, oF unknown) (UF yes. give wor or dates of service eat 
B pts No | éife__ $id 05-5065| Hospital records Sykesville, Maryland 
ge 8 3 18. CAUSE OF DEATH [Enier only one cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 
we tesat PART |. DEATH W, ISED BY: 
ee eee o__Congestive failure 1 week. 
= 36 £}- 4 a DUE TO 
Se . 
ee Conditions, if ony, which w__Hypertensive & arteriosclerotic heart disease, Years 
8 BES gove rise to immediote 
Ee b & § cau (0). eas the under. ( OUE TO 
Fese © lying cause lost. () 
fb eas —Carcinoma,—signoid colon, 
eee 5. z Pi IT Or EA) Tr AL DI ITH VE| ART 19. WAS AUTOPSY 
b388¢ 510, ByS.e oapPoc rated atte "e SUP BACs HECH CST SbyAT "BLCERL OSCE reeronmcos 
26885 s rosis hh psychotic reaction,Bronchopneumonia. ves Ox No [] 
era  [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY ase (Enter nature of injury in Port | or Port Il of item 18.) 
se5es 5 & | OR CONTRIBUTING CJ CAUSE OF DEATH 
c ee < ae U J(IF EITHER, NOTIFY MEDICAL EXAMINER} 
Ss2e bss 
g os 3's 1 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INIURY tee or ee {City or town) (County) (State) 
ese a Hour a.m. Whil Not whil factory, street, office etc. 
Fizie $ ioe falteteaes 
= Si 5 4 A 
8 as 2). | certify that (1 this haspital) attended the deceased framlQ-20= if. ,ta__1=15: 4_, that (I) (we) last 
2s2yea oy 
aes 19.61 | and that death accurred 450 , fram the causes and an the Pia stated abave. 
He6s8 otte 22b.DATE 
<55 05 ATTENDING MED. STAFF ge. 
See M.D. O pirectorX] = PHYS. 1-1! 96. 
0222 ie ‘ADDRESS, 
S: a8 Sptingfield State Hospital, Sykesville tie 
2 
ae a a nn en se ee ee eee neeeee 
"% 2S 230. BURIAL, EREUATION . DATE THEREOF 2c. ye OFJCEMBTERY OR ie Lae town, or county) 
~S 3 ify) GIG q/ ) 
cents we IF. Z146/ 4 ater / Ly LAV TIEALLE 
A P34 ‘ 1 Sb. REGISTRAR'S SIG! 
~ he ¥ Heegee las PBN yaaa Cixthan £ FG. 
Pen ee edb, Matilersest ee We { : 


rs after death. Page 4 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hy 


~ MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


° 462 CERTIFICATE OF DEATH C0460 
cr a a manne |S GAY Vaicy alae 
‘ 1 
f\ y ciry OR ae afi fide corporote {i ie ¢. LENGTH OF STAY IN Tb Boe outside Say ig write RURAL and give nearest town) 

“and five n G oe ane 

S 15h VA ip sriieg cae is 4a de DY 2a hit Sy v4 as V e. 1S maa 
B, bee ie Be Gidy Uf Middle HA) 3 4 a 

MA 


Yeor 
{Y_ wb 
5. SEX 6. COLOR OR RACE RRIED L] NEVER MARRIED [] y DAE OF BIRT! 9. AGRA yeors [IF UNDER I YEAR] IF UNDER 24 HRS. 
a |} wioowep [] DIVORCED, 


ed 


by the funeral director, 
ant 2 should be filed with 


yes [] NO. 


Page: 


= lost Months] Days | Hours Min. 


100. a hl ay (Give sy fetes 10b. KIND OF BUSINESS OR INDI M/ 11. BIRTHPLACE (Statefor peop 12. CIJIZEN OF WHATCOUNTRY? 
ol e zs 
VLEWE? At AV) SIA 


ES anit Ue ree 


haurs after death. 


~ 
15. WAS Uae EVER IN U. S. ARMED FORCES? {1 CIAL SECURITY NO. ddress 
Ure « (revo eee ne = i 7 Z Caf Ke i¢py-aes 
£ 
og 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), aa ©] 


PART |. DEATH WAS CAUSED BY: 
USED INTE CAUSE (0). 


tg ¢€ Pa DUE To “Te Re 
aenatice te which i 


gove rise to immediote 
couse {0}, stoting the under. ( DUETO y 


Wee Met Pee aM wteca ti. Cp, xp aye een Dens, ‘ 


INTERVAL BETWEEN 
ONSET AND DEATH 


Yoon F, 


Then please remave carbon papers. 


‘ar removal, and in any event, with 


transit permit, 


ate has been signed by the attending physician and completely 


i 
5 
3 is $ er | Pua SIGNIFJCANT CONDITIONS CONTRIBUTING TO DEATH/BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
x S = eS t16y! f PERFORMED? 
= 2 O 3 7 ves noO) 
e 4 “| 1200. ACCIDENT at INDERLYING C1 | 20b. DESCRIBE HOW INJURYOCCURRED. (Enter noture of injuryAn pért | ar Port Il of item 1B.) 
5 b | OR CONTRIBUTING 71] CAUSE OF DEATH 
ei ‘te © | (IF EITHER, NOTIFY MEDICAL EXAMINER) —— 

2 z 
ro s & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20F. (City or town) (County) (State) 
5 & 8 Hour, > {While Nethaale foctory, street, office bldg. etc.) ! 
3 2 = jot work [] of work [7] q 
2255 ; : — 
Sen 2). 1 certify that {4 (this haspital) aftended the deceased fram 19.G£, that (f (we) last 
2 ‘ — 7 
r = saw the deceaged alive an Z iS aa 19. L, and that death accunvent ity © fram the causes and an the date stated abave. 
<= & 22a. SIGNATURE 2b. DATE 
Bibi. e ? A ATTENDIN' MED. STAFF SIGNED 
2 ig POU +4 ah LV 0. PHYS. DIRECTOR Pays. 0 
2 < ‘Zc. PHYSICIAN'S. 22d. ADDRESS 
‘e 8 NAME (Type) . 

o Konstantin WEBER M.D. 

2 Ba. ae CeO 3b, DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY ‘Bd. LOCATION (City, town, or county) (State) 

ify) i : 
2 BURfAE” | 1/17/62 BALTIMORE NATIONAL CEM. BALTIMORE MARYLAND 
‘24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


\s | HENRY SANDER & SONS INC. BALTO. MD. pawAN 18 '61 Cth 8 Kase 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH C0465 


—_ 


= se 
£ 3 3 1, PLACE OF DEATH Ta. USUAL RESIDENCE (Where deceoted lived. If isittion: Residence before odminion) 
8 ; . 
« 3% % Carroll MARYLAND ¥ Maryland ge ¥ 
cane 8 b. ITY OR TOWN (IF ouhide corporote limits, write [<. LENGTH OF STAY IN Tb <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 5 9 ores ee 
She Rural--Sykesvi lle 17_months Baltimore SVer-¥ 
2 22 d. WANE OOS TAL (tf nat in hospital, give street address} d. STREET ADDRESS e. en 
5 ES 
ae fi spital 2625 N. Calvert St. ves [] No "4 
- ay 3. NAME OF First Middle lost 4. Date Month Doy Yeor 
= - ; 5 
235 (Type or print) Gertrude Cecilia McElheney DEATH 1 9 1961 
x8 S. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [XJ 
ea 


B. DATE OF BIRTH 9. AGE (in yeors [IF UNDER I YEAR] IF UNDER 24 HRS. 
9 /2 5 /87 kee Months] Doys | Hours] Min. 
yrs. 
10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dering most of working life, even if retired) 


Secretary Maryland U.S.A, 


3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Philip McElheney Mary Ellen Ford 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. }17. INFORMANT c. field State “#9 
(Yas, no, ot unknown) (IF yer. give mor oF dates of service) pringfield State ; 
[awa I Hospital records Sykesville, Md. 


INTERVAL BETWEEN 
ONSET AND DEATH 


WIDOWED [) divorced [] 
Wa. USUAL OCCUPATION (Give kind of work done 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 
PART |. eed WAS CAUSI 


Then please remove carbon papers. 


gned by the attending physician ond complet 


page 3 should be detoched far use as the burial-transit permit. 


ED BY: . 
i IMMEDIATE CAUSE (o]__LObar pneumonia Days 
+) 9 ~f DUE TO 
Conditions, if ony, whid w__Arteriosclerotic heart disease Years 
gove rise to immediote 
coute (0), stoting the under. ( DUE TO * , | 
lying couse lost. «__Goronary arteriosclerosis Years 
+ rs Paat Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. Waeorco. 
—.|8| CBS assoc. with senile brain disease with psychotic reaction. ves &} NoO 
= 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Be | OR CONTRIBUTING: 1 CAUSE OF DEATH 
UO (UF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, soe (City or town) {County) {(Stote) 
8 While aller while, foctory, street, office bldg. etc.) 
= ot work [[] of work 


ea. Ofer [9f_____, 1PIL_, that AF (we) last 


eee o1 am the causes and an the date stated abave. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 2. 


Bined by the haspital or attending physician. 


® TO FUNERAL DIRECTOR: After this certificate has been si: 


( Mo ARENGING Caeaee Fe Fm 
7 "RODRE Sprin; ield State Hospital 
. _sykosviits, Harylate 
5 3 LOCATION (City, town, or county) (Store) 
ee -(2-6/ |AnwoyetATin WeSHh Here STO 4/ LA. 


$s “ADDRESS 250. REC'D BY REGISTRAR . REGISTRAR'S SIG ye RE 
the | le files yan 25°61). Onthun Fe 


“<< 
an 
=> 
a 

a 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


464 CERTIFICATE OF DEATH £U462 


1 


ee ee 4 

& 3 SAVE]. PURGE erent 2 USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 

o $ 9. °. b. COUNTY Ja 
a = MARYLAND 

 e arro Maryland “BeLtimore: 

mS oe b. CITY OR TOWN (if outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 

g 5s RURAL and give nearest town) ” = i, r 

© ieee kesville Byrs, 5nos,26dabBaltimore i Y ( 1 

£ an 2 { / € d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
° = a See ] OR INSTITUTION ON A FARM? 
Pe pringfield State H ospital Guilford Avenue ves LE] NO fg 
Ra 6 3. NAME OF First Middle Lost 4. DATE Month Day Year 

= oe . DECEASED © OF 

= age Cipaee rein Mullea Morton beaTH = Janua 1 191 
ae e3 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
on 5 last birthday) [Manths| Days | Hours] Min. 
Ea . 2 . widowed [] DIVORCED fe] 9-1 5-69 Ql oy. 

® o “ rs ry 

s ay 10a, USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 ee 3 during mast of warking life, even if retired) 

3 pet Jaitress - unknown 

3 an 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

oc 

2 ge 

oo ae ee Peter Mullea Barbara Onmart 

= as 15. WAS DECEASED EVER IN U. 5S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address Sykesville 

3 & ¢ Tes. no, or unknown) IIf yes, give war or dates of service) ~ 

PPS No = - Springfield State Hospital. 

4 Che 

7 g iy 18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (¢)-] TRTERY AL ECE 
2. a =. ART |. DEATH WAS CAUSED BY: Q 

OTe gts a2 IMMEDIATE CAUSE (o) _Gongestive Heart Failure ]_week___ 
= ge 

= £85 Oe ] DUE TO 

5 3 Chai lage eT Bg SoA (\_Arteriosclerotic Cardiovascular Disease years 

3 gove rise to immediate 

3 cause (a), stating the under- OUE TO 

3 yi lost. i mo: 

8 ying couse lost. Peripheral vasevlar insufficiency with gangrene | mths 

3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL nee? or 10ON cle IN PART 1[a)]19. Els Boi 

a 

re CBS assoc. with circulatory disturbance, with cerebral arteriosclerosis,| ee 
£ ; p—renetio 

iS with Q 


RISE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of item 18.) 


20a. YING 
OR CONTRIBUTING [J CAUSE OF DEATH 


MEDICAL CERTIFICATION 


22c. PHYSICIAN'S 22d. ADDRESS 


< 

a4 

a 

ES 

ES 

a 

D 

£ 
zu 
ae (IF EITHER, NOTIFY MEDICAL EXAMINER) z 
gs 0c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or tawn) (County) (State) 
£5 eae LS. t. nly eile factory, street, office bldg., etc.) | 
a5 p.m. gd 19 fat work [] at work [7] = i a 
2% " i : 
z $ 21.1 certify that {I) (this haspital) attended the deceased fram... eS Se 7 ta 7h 1 that (I) {we) last 
oo saw the deceased alive an __. 1-31-1961, ind that death accurred a >“M, fram the causes and an the date stated abave. 
r= 2a, SIGNATURE 226.DATE 
eS ATTENDING MED. STAFF é 
x 3 .D, | PHYS. DIRECTOR PHys. Bt a} [ 33 / ) 

= 


poge 3 shauld be detoched for use as the burial-transit permit. 
the State Board of Health prior ta burial, crematian, or remava 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and campletely 


NAME (Type) 
@ J. Raymond Gladue, M.D. :. 
: 3 3 230. Sater rises 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar caunty) (State) 
-MOVAI ect 
aie Removal. — o6 Henderson, North Carolina 
e 24, LEE: HS SIG! RE ADDRESS: Sa. ne REGISTRAR ‘25b. “ees ra RE 
wT gh. 
VR AIS 3 , 61 4 
ee] irs aa LIPE/— LIAB BK, oat FEB 6 '6 feat 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND, RECORDS — BALTIMORE 1, MARYLAND 


465 CERTIFICATE OF DEATH CU463 


— 


~ cs 
Sage . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
& 8 3 @. COUNTY BARS EAR a. STATE b. COUNTY 
se 
oo 3 b. CITY OR TOWN (If outside corporate limits, write]. LENGTH OF STAY IN 1b CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
8 8 RURAL and give nearest tawn) 
3 2 ‘oR ites 
s $3 d. NAME OF HOSPITAL (if nat in hospital, give street address} d. STREET ADDRESS 1S RESIDENCE 
= i nat in haspitol, give street address) E ADDR! . 
“Sea OR INSTITUTION ee ae | | NA ee 
s } 
2 oe yes G NoO 
od 5 NAME OF First Middle 
2% (Type or print) Marshabl 
5. SEX 6. COLOR OR RACE | 7. B. DATE OF BIRTH 9, AGE (In yeors 
3 MARRIEDECKNEVER MARRIED [1] Mertsenes ne 
} Male White wioowen f]_ovorctoO] | February 13, 1881 
10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Ne during mast af warking life, even if retired) 
Farmer Own Farm Carroll Co., Maryland U.S.A. 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Lewis Myers Missouri Nusbaum 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes, no, oF unknown} | (if yes, give wor or dates of service) 


No None 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


” 
a ele. DUE TO : 
Canditibns, if ony, which i 


17. INFORMANT Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon p 


|, crematian, ar removal, and in ony event, within 72 heyrs oft 


FP 


The taw requires thot the death certificate be executed within 24 


te has been signed by the ottending physicion ond campletel 


poge 3 shauld be detached for use as the buriol-transit permit. 


the State Baord af Health priar to buri 


gave rise ta immediote 
cause (a), stating the under. ( PUETO 
lying cause fast ©) 
a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
- 
1 S yYes(] NOt] 
= () |= [200. ACCIDENT WAS UNDERLYING [}_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il af item 18.) 
J) | ®% | OR CONTRIBUTING TJ CAUSE OF DEATH 
& | CF eiTHER, NOTIFY MEDICAL EXAMINER) 
& [2c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (tote) 
8 ae While Nat while foctory, street, office bldg., etc.) | 
= p.m. ww jot work [1] ot work 1 


21. | certify that (1) (this haspital) attended the deceased fram.s26 fe" 
saw the deceased alive on Wiac 4g, and that deot! the causes and an the date stated abave 


22a, SIGNATURE 22. DATE 


ATTENDING MED. STAFF SIGNED 
€ zy M.0, | PHYS. as DIRECTOR C] PHYS. 


Sea Tis /+, ile EE ie cS 22d. res y 


OR ATTENDING PHYSICIAN: 


C) 


may be ®mined by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certifi 


ma 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State} 

i) | REMOVAL (Specify) ; 

j, Jan.4, 1961 | Lutheran 

i \ CT PRE ADDRESS 25a. REC'D BY REGISTRAR 2Sb. REGISTRARS SIGNATURE 
Lg) JAN 5 '61 : 

Wi -O.Fuss & Son Taneytown, Maryland DATE nthu & Fonsi 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 

465 CERTIFICATE OF DEATH C4646 
xz ed peestcerce (Where deceased lived. If institution: Residence before admission) 
: Unicnowm ores. 


. PLACE OF DEATH 


. COUNTY MARYLAND 


s after death. Poge 4 


Be b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
oo RURAL ond give gecrest town} 7 Unk OW 
52 ( aa ee 
os d oe i: 
a ME OF HOSPITAL (If nat in hospitol, give street oddress| ds e. IS RESIDENCE 
=e * Sr insttution Pee ; j Marslastoyized ON A FARM? 
PSs S15 unknopnes O noO 
y} 6 NAME OF First Middle Lost 4, DATE Month Day Year 
st (Type or print) Abraham & Paymer DEATH Ar 17 19 61 
Bs 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED 8. — OF pres 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
(4 . B=], 1-18 last birthdoy) Hous | Min. 
28 male white  |wwowef  vivorceo yes. 
cf 
a g 10a. USUAL OCCUPATION (Give kind af work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Q 2 during most of working life, even if retired) 
sz work == Eee sermany————. 
8 13. FATHER'S NAME 14. MOTHER'S MATDEN NAME. 
8 
8 
g Meye: Annie Hirsch 
sd 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 {Yes, no, or unknown) (IF yes, give wor or dotes of service) H as tal Ri 
: s 
“ {le aaa lospi ecords 
8 1B. CAUSE OF DEATH [Enter only ane cause per line far (a}, (b), and (¢)-] INTERVAL BETWEEN 
oe PART I, DEATH WAS CAUSED BY: i i ici i 
§ ; _ Sed ae Cardiac insufficiency minutes 
= HQ af DUE TO 
Conduction a 2. a Generalized arteriosclerosis S yrs «plus 


gove rise to immediote 
couse (0), stating the ynder- ( OVE TO 


lying couse lost. () 


¢ 
§ 
Be ra Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) }19. Ree eee 
ra 9 Be 
a _|3| Schizophrenic reaction ves) NOK) 
2 = [ 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
cS & | OR CONTRIBUTING [] CAUSE OF DEATH 
© [(IF EITHER, NOTIFY MEDICAL EXAMINER) —_ 
z 0c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
a Hour o. m. While Not while foctory, street, office bldg., ete. ui 
= p.m. 19 lat work [[] at work 


21.1 certify that (I) (this haspital) attended the deceased fram.____ JuLy-1--_. 12.53, .to----Jan--16-- 19-4}, that (1) (we) last 
saw the deceased alive onan, 17 --- 19.61. . and that death accurred ot 5.28). fram the causes and an the date stated above. 
fr 


: After this certificate hos been signed by the ottending physicion and completely filled 


page 3 should be detached for use as the burial-transit permit. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


ned by the haspital or attend’ 


the State 8oard of Health priar to burial, crematian, ar remaval, and in any event, 


8 a SIRED 

5 TENDING q TAFF 

9 ™.0. | PHYS. O Siero OAS 1-17-61 

é = ‘22d. ADDRESS , 
$s z | D Springfield State Hospital 

erect || el A ord a Nr a | a eS ee 
F 2 3 pens a ‘Zc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
£32 Mace” | Jan 18/61 Oheb Shalom Baltimore, Md. 
ie Mes ‘ 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR ‘2Sb, REGISTRAR'S SIGNATURE 

A ry 

veasy SS | Soc Lewinsenl ““s Bees. Ine. Bacto. 5, Mo, DATEJAN 1 9 ’61 Cnthun £, Hresae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
467 CERTIFICATE OF DEATH 


=a 


0465 


Reg. Dist. wl? 


se 
¢, 8 .-¥ . atounyy Ry iri al alge (Where deceased lived. If ONY befare admission) 
5 fy a. a. b. COUN 
Emer Cet marvrane PO ea ten ZT a A 
3 a) sg b. Si OR TOWN (IF ure Eas limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If ditside corporate limits, write RURAL and give nearest town) 
5 si nsstuitcea i us A 
3 $2 Lyp Aide Zeee2 Zz, Le Yb. | LZroyxez22e00 am z 7 
£ 2 4. NAME OF HOSPITAL (IF no in hospital give street eddres) ‘d. STREET ADDRESS «- IS RESIDENCE 
oO = 
Seas LIAM TF CLliwbeL 47 ves E] No} 
&: 5 3. NAME OF Middle Month Bey Yeor 
gy tem MINNIE REBPUA  PETe| Bm TAM: 28 br 
° 
é 


5. SE 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9, AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last ia Months! Days | Hours Min. 
LG / ef. |wibowen [E-—— Divorced [] ‘e ¥e) A £ yrs 


Yo. UAL =e pao ae kind ef gerkicene 10b, KIND OF BUSINESS OR INDUSTRY 11. RATHARCE (State or foreign 1 As 12, CITIZEN OF WHAT COUNTRY? 
Suring most af working life, even*if setired) -, 
Lata ~ LL fi ithe Be LS: 
: 


14. MOTHER'S. MAIDEN NAME 


Zz = 


ficate be executed within 24 


13. FATHER'S NAME & 


15. WAS DECEASED EVER IN U. S. ARMED [ie 3? 116. SOCIAL SECURITY NO. ree 


(Yes, 10, oF unknown] | iF yes. give war or dates of Tervice} 


18, CAUSE OF DEATH [Enter anly ane couse INTERVAL BETWEEN 


per line for (al, (6), and (ch] 
PART |. DEATH WAS CAUSED BY: : Oe. Oe RilanuAce ieee eee 
IMMEDIATE CAUSE (0) = 
OF DUE TO 
4 "ona ‘Zi . a f. 
Conditions, if ofy, which 


Then pleose remove corbon popers. 


the registror priar to buriol, cremotion, ar removal, ond in ony event within 72 haurs ofter death. 


i 


OR ATTENDING PHYSICIAN: The low requires that the death certi 


Cle ke We 46: oyna town, state) DATE > 
wlias Chepka 


PHYSICIAN'S . 
NAME (Type), 


& 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottending physicion ond completely 


= ; ea te 
£ gave rise ta immediate 
& cause (a), stating the under. ( UE TO 
aoe lying couse lost. (d 
BBs 5 Pant Il. @THER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)[19. WAS AUTOPSY 
ROT ‘a a rf i) 
pra 2 
a38 5618 Leukternr<ia 1 ves] Nose 
Pia = [200. ACCIDENT WAS UNDERLYING []_[20b. DES@RIBE HOW IRJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 18.) 
DB e o¢ JOR CONTRIBUTING C] CAUSE OF DEATH 
eee G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 5 
oss & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City ar town) (County) (State) 
are 3S Hour oo. m. While Not while foctary, street, office bldg., etc.) | 
Tae = p.m. Nid lat wark [7] at work [7] H 
= 2 
a 21. | certifyAbot | attended the deceosed from_ Yon 15, 193-P, to > nn 2 19%! that | lost saw the deceased 
£ 2 . 
28 alive on___ 7m 2k ts 1944, and that death accurred Si ay , from the couses and an the date stated abave. 
~Oo 
28 
a 2 
€az 
Ae 
S42 
Eee 
2 2 
f 
Eon 


$ ‘22a. BURIAL, Tae ‘72b. DATE, THEREOF Yce.NAME OF CEMETERY OR Orv— ‘22d. LOCATION (City, town, or county) 
REMOVAL (Specify ; Wy, 

=x 7 

ADL: Z os C LLM MLL LALLV1 LIM OOO 
ie) 
i= Gores DIRECTOR'S SIGNATURE DRESS. a [aaa: REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs AIS (4) = WY, nl i 
vere LFE2P bLeTe Licwdle PATE FEB 1 64 Onilun § Hiaud 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


68 CERTIFICATE OF DEATH CU466 


x 
& 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
°. °. b. COUNTY 
‘a Carroll ta ae Maryland M 
= b. CITY OR TOWN (If autside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (if autside carporote limits, write RURAL ond give nearest town) 
8 RURAL ond give nearest town) 
4 
2 kesville rs.9mos, 21days Jermantown R41 
a d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS . IS RESIDENCE 
o oR INSTITUTION | 4 ~ ON A FARM? 
© Springfield State Hospital None | > A “| 50 Noy 
E |. NAME OF First Middl 4. DATE i 
= : DECEASED ape idle ae 6, Month Day ‘eor 
a6 (Type or print) Millard Alonzo Reid DEATH Jamuary 7 1961 
os S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ee a last birthday) [Months] Days | Hours | Min, 
ae Male White |woowen[] __ oivorcen February 13,187 aL 
a 2 10a, USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
23 during most af warking life, even if retired) 
e Carpenter = Kansas U.S As 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Reid Lottie Kurns 
1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no, of unknown) {UF yer, give war or dates of service} Jf pe - 
No | Springfield Hospital Records. 
18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), ond (e).] 

PART |. DEAT MESA HUS . _Arteriosclerotic cardiovascular disease 


Yy aa i DUE TO | 


Conditions, if ony, which (bh 
gave rise ta immediote | 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


Then please remoy: 


cause (a), stating the under. ( DUE TO 
lying cause last. (6) 


re Il, OTHER SIGNIEI am CONDITION! SONTRIBUTING, JO DEATH BU] NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 
C.B,S.assoc.wi CLYCedLSt. W1 cerebral arteriosclerosis withow 


5 ate: 


$ LY 
‘20b. DESCRIBE HOW INJURY OCCURRED: (Enter nature of injury in Part | or Port I! of item 1B.) 


= 
2 
£ 
a 
€ 
5 
8 
a) 
e 
6 
© 
Me 
2 
ES 
3 
a 
2 
a4 
> 
e 
= 
3 
© 
= 
> 
ze) 
2 
3 
e 
me 
s 
3 
3 
a 
6 
= 
es 
o 


e burial-transit permit. 


the State Board of Health priar ta burial, crematian, or remaval, and in any evenywithin 


20c. TIME OF INJURY Menth, 20e. PLACE OF INIURY (Home, farm, 1 20F. (City or town) (County) (Stote) 
foctory, street, office bldg., etc.) ‘| 


1 


Doy, Year |20d, INJURY OCCURRED 
While Not while 
lat work [7] at work 


MEDICAL CERTIFICATION: 


Ww 


21. 1 certify that (I) (this haspital) attended the deceased fram..3/16/5' 5 i ta “ter 19.6], that (I) (we) last 
saw the deceased alive an 1/7/61 __..19._.. , and that death accurred at 92 20PNam the causes and an the date stated abave 
| 2a. SIGNATURE > 7b. DATE 
g IGNED 
Je NS Cy Binbcror ONS. 1/8/61 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 2. 


ned by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certi 


22d, ADDRESS 


e 


page 3 shauld be detached for use a 


& 3 

zie 

oF 

- 24. FUNERAL DIRECTOR'S SIGNATURE 28a, REC'D BY REGISTRAR 2Sb. REGISTRARS SIGNATURE 
‘ 4. 206 - 

VR AIS (4) ; Ontlua 2 

Tem 99 row 2 Gaile flat Bale Ear 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


469 CERTIFICATE OF DEATH CO465 


a 
ith 
oe 


1. PLACE OF DEATH 


COUNTY 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. 


D 
os 8 . STATE : 7 
oes Carroll MARYLAND || ° Maryland & COUNT. Balttecci ta | 
£ Ps BCI OR TOWN (IF outile corporatelimis, wite Te, LENGTH OF STAYIN Ib || <. CITY OR TOWN (If outide corperte imi, write RURAL ond give nearest town) 

ry and gi Fest town) 3 
3 52 Sykesvitite Syrs. mos .10days Baltimore aYvo 
one { d. NAME OF HOSPITAL (if nat in haspital, give street address) d, STREET ADDRESS. e. IS RESIDENCE 
5 Se \ S & INSTITUTION ‘ON A FARM? 
ia pringfield State Hospital 5100 Walther Blvd. ves (] No OF 
a is 5 3. NAME OF First Middle tast 4. DATE Month Day Year 
= toe 

23 (Type or print) Winifred Elizabeth Root DEATH January 15, 1961 

= gs 5, SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 

ies last birthday} [Months[ Doys | Hours] Min. 

sz Female White WIDOWED pivorceo [] August 23, 1896 6h ys. 

€ a ra 100. USUAL OCCUPATION (Give kind af work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 

ges during most of working life, even if retired) Maryl U.S.A 

zee 2 - Maryland SA. 

2 an 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

© 
goes James McMahon Mamie Strasburg 
5 1§, WAS DECEASED EVER IN U.S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17. INFORMANT Address 
Pastas oes Sh otis tee ale 
flo [eee 3-J/£-3 Gog - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line far (a), (b). and (<).) INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: s 
'p., IMMEDIATE CAUSE (a]_Bronchopneumonia, bilateral 1_week 
Ly zx a Jp DUETO 
; * 
Conditions, if ony. which » _Arteriosclerotic cardiovascular disease Years 


gove rite to immediate 


cause (a), stating the under. ( DUE TO 
lying cause last. (e) 
4 Part Il. OTHER SIGNIFICANT CONDI ONTRIBUTING TO DEATH BUT NQT RI ED JO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. WAS AUTOPSY 
°° - 
|=] Psychosis with Syphidttic menmingo-encephali t13 . PERFORMED? 
\|8 YeS—} NOT] 
"T= [200. ACCIDENT WAS UNDERLYING C]__| 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 18.) 
a | OR CONTRIBUTING C} CAUSE OF DEATH 
UD [UF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (State) 
fay Hour o While Not while factory. street, office bldg., etc.) | 
= p.m. 1 jat work [[] at work [] 1 


21.1 certify that (1) (this haspital) attended the deceased from_May 55... IDL. tole 1! _ ee . 1961, that (I} (we) last 


OR ATTENDING PHYSICIAN: The law requires thot the deoth certificote be executed within 2. 


JP rned by the hospitol or ottending physicion. 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottendin 


__and that death accurred at LLM, fram the causes and an the date stated abave. 
fi i] ry EN 
: L£L mo. | PHYS NS Hleector eve. OF ish 1 
72d. ADDRESS 
$ J. Raymond Gladue, M.D. Springfield Hospital, Sykesville, Md. _ 
gs ef BURIAL cr BTN: 23b, DATE THEREOF 3c. NAME OF CEMETERY OR pie a LOCATION (City, town, ar county) ), (Stote) 
~ VAL sSpeci a ae : 
23 (AGS¢bI \ Ppocelgal PRR i 
. ATURE, o ve. S : ies REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
VRAIS (4 oh S30 wae Ab _|owve Jan 1981 Clattun Kasse 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


; CERTIFICATE OF DEATH ( 0468 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COUNTY STATE 


Carroll marian || °""" Maryland * oN" county Wen 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest/town) 


RURAL ond give nearest fawn) 
kesville yrs,-5 Bethesda 


d. NAME OF HOSPITAL (if nat in haspital, give street address) d. STREET ADDRESS. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 
pringfield State Hospital ws E) No Ek 


. NAME OF First Middle Lost 4. DATE Day Year 
DECEASED IF 


(ype or print) + DEATH _28 19 
S. SEX 6. COLOR OR RACE |7. MARRIED [] Beye MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years 


softer death. Page 4 


; : the funeral director, 
Poges 1 and 2 shauld be-fited with 
= ’ 


last birthday) 


female white |wiooweo Birorceo Dy 10-19-84 76 yn 


10a. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 


Housewife a Pennsylvania U.S 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Henry A, Gripp Isabella Weir 


Ts, WAS DECEASED EVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17, INFORMANT ‘adress 
(Yes, no, oF unknown) (iF yes, give wee oF dotes of service) 
no None pringfie 


1B. CAUSE OF DEATH [Enter onl line for (0), INTERVAL BETWEEN 
[Enter only one cou: ine For (0), (bF-ey ().] INTERVAL BETWEEN, 


PART |, DEATH WAS ED BY: 
wwas causa Didat. [neu tu0 ue & Te oy. 


416% DUE TO 


Conditions, if any, which {b) wl4 re ine’ c €@ku eskh. ve 4 Cary & 
gove rise 10 immediole of 

couse {a), stating the under. ( OVE TO re ‘ 
ising seouneileees. Roa . eu meti¢ heart Aryencve ears 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(of} 19. Mes Aes 


Schizophrenic reaction, other and unspecified yes) noo 
200, ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I ar Port Il of item 1B.) 
OR CONTRIBUTING LD) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


Then pleose remove carbon popers. 
‘or removal, ond in any event, within 72 hours ofter death. 


The low requires thot the deoth certificate be executed within 24 hy 
-tronsit permit. 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form 1 20F. (City or town) (County) {Stote) 
Hour a. m. Wiel Nae factory, street, office bldg., etc.) 
p.m. 19 Jat work [7] ot work [7] { 


21. | certify that (1) (this ae te the deceased fram__9=] 1 _ 3 3, to___ 1-28 a 1961, that (I) (we) last 
saw the deceased alive an.__1- £ 161, .. and that death accurred offs Siroprihe causes and an the date stated abave. 


Na, NATURE re ‘2b. DATE 
pa fas 4A db: (ape [ARSON 1 Biiecron OAS, 1-28-61 
P42. PH 


MEDICAL CERTIFICATION 


OR ATTENDING PHYSICIAN 
ined by the hospital or attending physician. 


YS}AAN'S 22d. ADDRESS 
{Type} 


Ld 


Agustin del Campo, M 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Stote) 


REMOVAL (Specify) : 1 
2/1/61 


24, FUNERAL DIRECTOR'S sie Ye ADDRESS. 5a. REC'D BY REGISTRAR 25b, REGISTRAR'S SIGNATURE 


ae | 3 paErER 2 "61 Ott J Kae 


poge 3 should be detoched for use os the burial: 
the State Board of Health prior to burial, cremation, 


moy be 
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4 
24 hairs after death. Page 4 


4 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled 


a 


wen! 


Then please remave carban papers. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 


Mined by the haspital ar attending physician. 
the State Board of Health priar tc burial, crematian, ar remaval, and in any ¢ 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOS, 
may be 


aid 
Br 
=> 
2a 
Sz 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


471 CERTIFICATE OF DEATH 


66469 


1. PLAGE OF DEAT USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 
o. COU f ryan Me bt, b. COU 
b. CITY OR TOWN ir outside ing a limits, write | c. rue OF STAY IN Ib ¢. CITY ORJOWN (If autside corey te limits, write RURAL and give nearest tawn) 
and give nearest Jown) . 49 Z, 
ht S~G4 \ AN MateA,tAles 
d. NAME OF HOSPITAL (If nat in haspital, give street LA d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION i ON A FARM? 
— Yes] NOT) 
3. NAME OF First i lost 4. DATE Month Ye 
DECEASED | ft ‘? ey s vy a po 
(Type ar print) fs / es L 2 Ee f= f- Sara Le-€ 19 L 
(In years [IF UNDER } YEAR| IF UNDER 24 H 


js. sex 6. COLOR OR RACE | 7. MARRIED [Mf NEVER MARRIED [] | 8. DATE OF BIRTH In yeors [IEUNDER IY 
janth: | Days 


Va eu wipowen [] —obivorceo [] Cef--Z% ¢-/ Fie * Wes me 


Hours Min. 


100. USUAL OCCUPATION (Give kind af wark dane] 106 KIND 9 Bi: R INDUSTRY | 11. ma {State ar ae country) 
during mast ee lifg, even if retired) 


12, CITIZEN OF WHAT COUNTRY? 


Le.IF. 


“Yylices iced 
a a bc. 


14. MOTHERS MAIDSN NAME 
18. WAS. Ugh IN U. S. ARMED: FORCES? 16. SOCIA| RITY NO. 


tcdtrer l eed 
acta tetatnera| ve wor or dale of service) la g- pe f fe Von 4 


Wipes 


1B. CAUSE OF DEATH [Enter only ane cause per line far (0), {b), and (c). at 


INTERVAL BETWEEN 
ONSET AND DEATH 


Sys 


PART |. DEATH WAS CAUSED BY: Corre CAM I al 
IMMEDIATE CAUSE (a) 
= < 


gove rise ta immediate 
cause {a), stating the under. ( OVE TO 
lying cause last. Cy 


Lae neo wt aban Gry x Myre oe Yee 5 


Pant il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a} 


19. WAS AUTOPSY 


PERFORMED? 


yes] NO a 


200. ACCIDENT WAS UNDERLYING [1 

OR CONTRIBUTING L] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Mant 
Hour 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 1B.) 


Year | 20d. INJURY OCCURRED 
Nat while. 


Oot work 


21.1 certify that (I) (this hospital) attended the ett fram... 
saw the deceased alive on___/=_9____19.©./, ond thayalé 


factory, street, affice bldg., etc.) 


MEDICAL CERTIFICATION: 


‘20e. PLACE OF INJURY (Home, aes 120F. (City ar tawn) (County) 
' 
i 


, 1922, that (I) (we) last 
fram the causes and an the date stated abave 


(State) 


Oo Ce Cy RL 


22c. PHYSICIAN'S 
M.C.Porterfield, 


Fh, Rg = Jee DATE 


230. BURIAL, CREMATION, 


CATION (City, tawn, pr caunty) 
i? OVAL (Specif 


Agrcalt 


NAME (Type) 
3b, DATE THEREOF Be. “Me OF as ‘OR CREMATORY 


1—-9- b/ \WeuuheG 


i 


2$0. REC'D BY REGISTRAR 


oare JAN 9°61 


OR’ apt na #, alees alead Nid 


GAA 


25b. REGISTRARS SIGNATURE 
Onttun £ Pind 
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fame | 


ar remaval. 


VS. ATSME(S) 
SM 9/SS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
472 MEDICAL EXAMINER’S CERTIFICATE OF DEATH C47) 


eg. Dist. No. 


1, ey OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
oO. 
L 3 AR ay marruano |] SAE Jz 9. 2 AKD b. COUNTY PP 7 L- 
b. CITY OR TOWN LA ‘evttide corporote limits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If Sled corporote limits, write RURAL and give neorest town) 
‘ond give necro! to Xs, ayia = 
j ft O14 1NeTE (OLY NIZE 
j STREET ‘ADDRESS e. 's RESIDENCE 
— 
CCUS/ s7 ves (] No ]— 


3 ae set First Middle 


A lost oF Doy Year 
Crp or nn j (FEOR GE SHUN tan SAV 6 ws 


4, DATE Month 


Ss hn ae asi di RACE |7. MARRIED [@-tTEVER MARRIED [-]| 8. DATE OF BIRTH % AGE gs IF UNDER 1YEAR| IF UNDER 24 HRS. 
aa Min, 
widoweo [] —otvorceo [) Baws ZO ay Beal (Pomel icra ‘ 


10a. il OCCUPATION iaghed kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


doting mow of working The Seek it vetted) : 
a ab ‘ 
CEME)S Co, f J1fi Lid Lt 
it FATHER ‘S$ NAME 14, MOTHER'S MAIDEN NAME 


LLAY, tite R | BETTY ERATE. 


M WAS debt EVER IN U; S. ARMED FO Ll MS » SOCIAL SECURITY NO. [17. INFORMANT 
es 80, OF vole. yen, give wor or dole of service) 
: f; / t 
M-08-T1IGSLE (E BECCA OAINL @, Ce 


18. CAUSE OF DEATH [Enter only one couse per line for oe (b}, ond (c). J INTERVAL BETWEEN 


ONSET AND O£ATH 
PART I. DEATH WAS CAUSED Otet ~* 
= ISTE CAUSE fo) 
i 2 0, DUE TO 


Conditions, * ! which fi 
gove rise lo immediate coure 


(0, DUE TO 
couse lost. ide © 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. Wiss AuTesy 
yes(] not] 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port II of item 18.) 


PRIMARY LY or CONTRIBUTING 1 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
Hour 9. m. While No! while foctory, strest, office bldg., etc.) | 
pm. 1 at work [] ol work ([] q 


21. 1 certify that | tack charge of the remains described abave, held an Avtapsy [_], Inspectian J, Inquiry [], and find that 
death resulted fram: Natural causes [], Accident [], Suicide (J, Hamicide [], Undetermined cause []. 


g 
8 
te 
& 
& 
Vv 
= 
2 
8 
= 


ACTUAL DATE SIGNED 
fis mp, CHIEF MEDICAL EXAMINER [1] 
ASSISTANT MEDICAL EXAMINER 
EXAMI! hea PF as o / /é é 
NAME gm /} BAS H DEPUTY MEDICAL Examiner pa ; 
Zo. BURIAL CREMATION, [22b. DATE THEREOF | 22e. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) ory 
REMOVAL Some | ‘ ‘ 2 
URLS é (=a Uy Ly. 2 
Baa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


DATE x 5 61 Ci dee Fino 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


R STATE 473 MEDICAL EXAMINER'S CERTIFICATE OF DEATH C0424_ 


HEALTH DEPT. it, PLAC PERCE OF EOF DEATH ~ ]) 2. USUAL RESIDENCE (Where de a, Winatiitign, Wald enbetbstaregidielaiont 
=o, ee a. STATE b. COUNTY 
iy ‘ 

Es az ss arre1L 4 es MARYLAND Md Carroll 

Ere M B. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY | c. CITY OR TOWN [If outside corporete limits, write RUR nearest town) 

g 5 5 write RURAL and give nearest town) 

Es es = ! ae ee SS |p aes : 2 ee" 
UO. h d. NAME OF HOSPITAL OR INSTITUTION {it not in hospital, give street addrass) ae STREET ADDRESS _ a. IS RESIDENCE 
aes 4 ON A FARM? 
3322 _ Westminster RD. # 2 rw / Westminster RD. # 1 ves ff] No[) 

ra Bas | 3. NAME OF “First Middle “last | 4 deus Month Day Yoer 
Loeou DECEASED 
Sots ala John Franklin _Steinour dry Biara 19 61 
zm Be 3 Se see = 6. COLOR OR RACE] 7 . MARRIED] NEVER MARRIED [-] | B+ DATE OF BIRTH ]9. AGE (In yeors [IF UNDER YEAR] IF UNDER 24 HRS. 
wae last birthdey) P| Deys | Hours | Min. 
BEng Male —_—s|_— White | woown(] oworc(]| Auge 265 1886 | 7m | | | 
ous “ioe. USUAL OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Ti SIRTHPCRCE (Stete or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
e5N done during most of working life, even if retirad) 
7, 


2 Peintey ¥ Gettysburg, Pag UeSe 5 

1 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME . + 

= John Steinow : Pe _ Carrie Tate 

4 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT a Address = 
(Yes, no, or unkown) | {Ifyesgiva warordalesofservice) 

2 Ne | 21660 206375 | Mrs, Emily M, Sieksene Westminster R.D. 1, Mae 

2 1B. CAUSE OF DEATH [Entar only one cause par line for (a), (b), end (c).) INTERVAL TWEEN 

= ONSET AND DEATH 

PART I. DEATH WAS CAUSED BY: 
Q IMMEDIATE CAUSE (e) Cc; z ~ Oreliscom ee ee, _ ya — 
a 


gave rise fo immadiata causa 
(a), steting the underlying DUE TO 
cause last. e) 


ira Ds td de Tarn ee Aen, Aisi ashes. —— ~ Da a 


lon, Or removal 


This certificate should be executed within 24 hours after death. If 


z PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERM 19. WAS AUTOPSY — 
R 8 ee ee a PERFORMED? 
4 \5 YES NO 8 
1200. EXTERNAL CAUSE WAS _ 20b. DESCRIBE HOW INJURY OCCURED. (Entor nature of Injury in Pert lor Pert Il of itom 18.) . is 
os & PRIMARY (1) of CONTRIBUTING [] 
G | CAUSE OF DEATH. 
3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) Giate) 
Fay Hour a.m. While __ Not While factory, streal, office bldg., etc.) | 
2 1” jat work [| et work [_] t 


21. I certify that 1 took charge of the remains described above, held an Autopsy im} Inspection R Inquiry 
Natural cate | Accident is} Suicide Ch Homicide je} Undetermined manner Oo 


CHIEF MEDICAL EXAMINER [_] 


MD ASSISTANT MEDICAL EXAMINER, DATE SIGNED 


DEPUTY MEDICAL EXAMINER 
BS = M R Tt Addrass (Street, clty, town, of county} TLE 3fel / 


22b, DATETHEREOF Ke ‘22c. NAME OF CEMETERY OR CREMATORY kx LOCATION (City, town, or country) Grete} 


and in my opinion 
death resulted from: 


ignated agent, prior to burial, cremat 


its desi 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, 
or I 


4 should be forwarded to the Chief Medical Examiner's Office along with form 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 


~ TO oi MEDICAL EXAMINER: 


¥17/61 Evergreen Cemet 24a. REC’D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
» AISME 
5M 7/59 sate Gettysburg, Pag DATEJAN 1 6°61 ehh a.) 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


476 CERTIFICATE OF DEATH What 
1, PLACE OF DEATH ch UAL CBee (Where deceased lived. If institution: Residence before As iz 


— 


OR CONTRIBUTING 1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Hour a.m. 
p.m. 


Year | 20d. INJURY OCCURRED 
While Not while 


jat work [] at work (] 
21.1 certify that [%} (this haspital) attended the deceased fram.____¥ AAO WPL, that OF (we) last 


saw the deceased alive an 


Day, 20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) {County} (State) 


tector, street, office bldg. et: | 


MEDICAL CERTIFICATION 


WwW 


H0ite the causes and an the date stated abave 


ined by the haspital ar attending physicion. 


2a. ie A 7b. DATE 
' ATTENDING MED. STAFF ky 
t bev M.D. | PHYS. C)__birector Puys. K) ii om 
ic. PHYSICIAN'S 


NAME) Rita S, Glahn pee ee State Hospital 


¢ 


TO FUNERAL DIRECTOR: After this certifi 


ae 
3 3s 
& 
8 8 a. COUNTY b. COUNTY 
« 32 Carroll syle as * Maryland 
a 3 © b. CITY OR TOWN (IF outside corporate limits, write ¢. LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
8 53 RURAL ond Sk nearest evn) : +e L 
2 $2 Rural-~Sykesville ye 12m. lid. || Baltimore 2VCd 
2 2 2 5 } d. eos {If nat in hospital, give street address) ‘d. STREET ADDRESS e. aa 
meen - Springfield State Hospital 2010 Walbrook Avenue vesQ] NO] 
- ee 5 3. NAME OF First Middle Last 4. DATE Manth ‘Bay Year 
Sarees yeetereinl Loretta May Stroner DEATH 1 191961 
= Ses 3. SEX. 6. COLOR OR RACE | 7. MARRIED [X) NEVER MARRIED ‘B] B. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS. 
fie ta 55 s los Beal Months! Doys | Hours | Min. 
2 ass female white |woown pivorceo [] 8/21/05 
4 € & zg 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ee during most of working life, even if retired) . 
et as housework Maryland USA 
ae ak 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Ss. se 
eee William M, McGreevy Ruppell 
sae 
= > 5 2 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a eta (Vex. no. or unknown) {I yet, give wor or datos a service) ‘ ’ _ Z 
f ett no | Yak =_ Soringfield Hospital records, Sykesville, Md, 
3 3 8 S 18. CAUSE OF DEATH [Enter anly one couse per line far (a), a (0)-] eer INTERVAL BETWEEN 
3 =a PART I. DEATH WAS CAUSED BY: 
2 o¢§ = IMMEDIATE CAUSE (0) Rheumatic Myocarditis 
3 = pes Hf A DUE TO 7 
£ Bad mA, if of, Wii e Subaortic Stenosis years 
oF £ é gove tise to immediote( 1. 4 
Ces cause (0), stating the under- 
gen =e aaeion . 3 Upper Respiratory Tract Infevtion day 
a lying couse lost. 

3 = 5 4 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. ee AUTOPSY 
BESESs ee ee ae RFORMED? 
eases %) Schizophrenic Reaction, Paranoid Type. ie O nom 
i is, 5 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
z 3 > 
3 2 
z Z 
= 2 
° 5 
zs & 

« 
Zz = 
= 5 
Q R 

8 

= 

@ 

2 

5 

2 


poge 3 shauld be detached far use as the buri 


3 3 23a. BURIAL, CREMATION: 23b. DATE THEREOF 23¢, NAME OF ZAC. oR 
> VAL (Speci 
oF er f- 27- i a7 
= N 24. FUN) ECTOR Wifes PEL ae 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
VR AIS (4 ‘ 
15M 9799) Dy) “Os duce Ld. vate JAN 3 0 '64 ntlun £ Kn 


sal 


475 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


bU493 


= 


10a. USUAL OCCUPATION (Give kind of work done| 
during most of working life, even if retired) 


Senior cler 


State of Md. 


Maryland 


10b. KIND OF BUSINESS OR eye BIRTHPLACE (State or foreign cauntry) 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


* ce 
® $2 ite Punts ee DEATH 2 USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
ts “ 9. b. COUNTY 
Sat Carroll See Maryland Carroll 
$ H 3 B CITY OR TOWN (IF ould corporate limit, write], LENGTH OF STAYIN 1b c_ CITY OR TOWN (IF ouide poeple RURAL ‘and give nearest town) 
eS Sykesville s.6mos. 28days x Had been/at Henryton Hospital & lived 
z 2 =O l d. PT Soa eee {If nat in haspital, give street address) | a. poet address unknown. e. Is RESIDENGIET e 
pesis S Springfield Hospital yes (] No Gt 
. 
&: NAME OF First Middle Lost 4. DATE Month Doy Yeor 
i DECEASED 
=6 upatatill Albert Richard Swankhaus | Peat January 8, 1961 
> S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeor [IF UNDER TYEAR] IF UNDER 24 HRS, 
g3 los! oy) | Months| Day H Min. 
2 Male White WIDOWED vivorceo(] | August 17, 1899 1 eg eg Pal a 
5 
8 
2 


FATHER'S NAME 
/ Michael Swankhaus 


hin 72 hours after death. 


14, MOTHER'S MAIDEN NAME 


Lena Hite Swankhaus 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
(¥es, no, oF unknown) | (if yes, give war or dates of service] 


No 


16. SOCIAL SECURITY NO. 


17. INFORMANT Address 


Springfield Hospital Records. 


PART |, DEATH WAS CAUSED BY: 


Then please remave carban papers. 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b}. and (c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


v DUE TO 
(Garetnanes iteanes eich eo 
gave rise to immediote 
cause (a), stoting the under. ( DUE TO 
lying cause lost. ta 


| 


= 
& 
FA 
é 
> 
ie 
o 
13 
oo 
3 
5 
3 
2 
ie 
& 
6 
< 
5 
2 
€ 
2 
5 


Hour o. m. 


| ar attending physician. 


MEDICAL CERTIFICATION 


foctory, street, office bidg., etc.) i 
1 


1998 , January 8, 


1M, fram the causes and an the date stated above. 


Pag MOTHER SEH E NE PCE TRIBUTING TO DEATH,BUT NOT RELATED I! poet aGice DITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 

C.B.5.assoc.with cere erosis without qua vine phrase. PERFORMED? 
YES] no] 

200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 

OR CONTRIBUTING C1 CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn} {County) (State) 


El, 


that (1) (we) lost 


ed by the haspi 


STAFF 
PHYs. C& 


ATTENDING. 
PHYS. 


MED. 
DIRECTOR 


22. DATE 


r/97éi? 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 2. 


8i9_ 6 
del Con feo us 


22d. ADDRESS 


poge 3 shauld be detached for use as the burial-transit permit. 


the State Boord of Health priar ta burii 


23c. NAME OF CEMETERY OR CREMATORY 


88.Peter & Paul Cem, 


TO FUNERAXY DIRECTOR: After this certificate has been signed by the ottending physician an: 


im £1 Go. BURIAL, CREMATION, | 236, DATE THEREOF 

Ss REMOVAL (Specify) 

a 1-12-1961 
= 24, FUNERAL DIRECTOR'S SIGNATURE 


VRAIS [4) 
1SM 9/59 


James F. Scarpelli, Cumberland, Md. 


ADDRESS: 250. REC'D BY REGISTRAR 


DATFAN 1 1 '61 


23d. LOCATION (City, tawn, oF caunty) 


2Sb. REGISTRARS SIGNATURE 


12 Tg Sf $6, A 


(State) 


id 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH CU42G 


—! 


* = 24-5 
ae eyes 1. PLACE OF DEAT 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 3 0. COUNT 5 MLA RYERSS a. STATE 2 COUNTY Za 
i ® b. CITY OR TOWN (IF outside corporote limits, wrile | ¢. LENGTH OF STAY IN 1b ¢. CITY. QR TOWN (If oye corporate limils, write RURAL and give neorest iawn) 
Ba) | BES yi 
2 sai O¥KS 
2 IN A NAME OF HOSPITAL (IF nat in hospital, give street address) jd. STREET ADDRESS ©. IS RESIDENCE 
6 4 ISTITWTION i ON A FARM? 
: “A CONLE ZEAL CMM 4 ae AE ves) No 
~§. 3. NAME OF F First Middle Lost 4. DATE Month Day Year 
a, : 
ims  Mopapp KASEY TAVLOR. 
SF 
5. SEX ’ ROR 7. B. DA 
5. COLOR OR RA MARRIED Z-NEVER MARRIED [] TE OF BIRTH 
wibowep TF] DivorceD [] 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {11 


12. CITIZEN OF WHAT COUNTRY? 
Jfing myst of warking lifyven if retived 


f/ 
LtA GLA papi, 
13. "SP 4 y, 
ALLA tat a2 
15. WAS DE; BSED EVER IN U. S. ARMEGAORCES? |16. SOCIAL SECURITY NO. 
(Yer. no. of unllten) (IF yes, give wor oF dfes of service} 
ee 


INTERVAL BETWEEN 
ONSET Al DEATH 


fe 


Then please remave carban papers. Pages 1 and 2 show! 


|, cremation, ar remaval, and in any event, within 72 haurs after death. 


18. CAUSE OF DEATH [Enter only one cause per line for (9), (6), ond (cby] 
PART |, DEATH WAS CAUSED BY: {" Mf. é. 7 J : go 2 
sins IMMEDIATE CAUSE (a), 
oy ld DUE TO = 
Conditions, at_ony which Oe i y & Vie cuks 


gave rise 1a immediate 
couse (0), stoting the under- DUE TO ae x : 
lying couse last. © KS 


The law requires that the death certificate be executed within 2: 


f Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) |. WAS AUTOPSY 
Fallie 4 
0 & yes [] NO yy 
53 = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I! of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20 TIME OF INJURY “Month, Day, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stote) 
3 Hour a.m While Not while factory, street, office bldg., etc.) ! 
2 lat work [_] at work H 


} attended the deceased fram.__G6a-¢0 7 __. 19428, to 


21, | certify that (I) (this has 
wB/ and that death accurred fie, f, 


olive an_, 


50.196, that (1) we} lost 


the causes and on the date stated above. 
2b. DATE 
IGNED 


STAFF 
M.D. | PH’ PHYS. 


fe) 


ned by the haspital ar attending phy: 4 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely fillea€s by the funeral directar, 


OR ATTENDING PHYSICIAN 


+ 


page 3 shauld be detached for use as the burial-transit permit. 


the State Board of Health priar ta buri 


as 23g—BURIAL, CREMATION, | 23b. DATE THEREOF ‘OF CEMETERY OR CREMATORY 

¥ > REMOVAL (Spepify) ” 

oF \ = Rata PAZ. A 

6 | 24. FAINERAL DIRECTOR'S SIGNATURE ‘25le REGISTRAR'S SIGNATURE 
ene a) y i 2% F Onitug £, Pad 
15M 9799 


1 
FOR STATE 


Division of ay Avs 


MARYLAND STATE DEPARTMENT OF HEALTH 
ICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


AEDICAL EXAMINER'S CERTIFICATE OF DEATH 


C0425 


1, PLACE OF DEATH 


. COUNTY 
Carroll MARYLAND 


2. USUAL RESIDENCE (Where agent livad, If institution: 
a. STATE 


sidanca before admission) 


Bal to, City 


b, COUNTY 


4 


Maryland 


b. CITY OR TOWN (if outside corporate limits, 
writa RURAL and give nzarast town) 


Sykesville 


~_ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) 


"| ¢. LENGTH OF STAY IN 1b 


SI > Springfield State Hospitel 
3. NAME OF First 
Tiere 


jh 


35yrs.lmos,15days _ 


d. STREET ADDRESS 


_Vanlusen 


c. CITY OR TOWN (If outside corporate limits, writa RURAL and give naerast town) 


Baltimore _ ae 235 
e. iS RESIDENCE 
ON A FARM? 


| Yes {] xo Oo 


Year 


wig a 


903 Bevans St. 


Lest 


5. SEX 6. COLOR OR RACE 


Male White 


7. MARRIED a NEVER MARRIED Bel | 
WIDOWED [_] pivorcen [_] 


B. DATE OF BIRTH 


1900 


IF UNDER 1 YE: 
ee “Days | 


"]9. AGE (In years 
lest birthday) 


bor 


10s. USUAL OCCUPATION (Giva kind of work 
done during most of working life, even if ratirad) 


Unknown = none. 


10b, KIND OF BUSINESS OR INDUSTRY 


V1. BIRTHPLACE (State 


Unknown 


12. CITIZEN OF WHAT COUNTRY? 


Alien 


foreign country) 


13. FATHER'S NAME 


jive Pages 1, 2, and 3 to #] 


Unknown 


14, MOTHER'S MAIDENNAME 


Unknown, 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? 
{Yes, no, of unkown) | (ifyasgivawarordalasofsarvica) 


16. SOCIAL SECURITY NO. 


17, INFORMANT 


Address 


Hospital Records. 


1 18, CAUS! 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a), 


( 


| INTERVAL BETWEEN 


a AND REATH 


°o } DUE TO 

Conditions, if ava which 

gava rise to immediata causa 

(a), stating the undarlying 
test. 


BUETO 
{e) 


Mental deficiency, idiopa 


200. EXTERNAL CAUSE WAS 
PRIMARY [) or CONTRIBUTING [] 
CAUSE OF DEATH. 


ic, severe. 


cremation, or removal, and 


20b. DESCRIBE HOW INJURY OCCURED. (Enter 


ial, 
P\ 
@) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) 19. WAS AUTOPSY 


PERFORMED?, 
ves [] No 


jury in Pact | or Part Il of item 18.) 


20d, INJURY OCCURRED 


While Not While 
‘at work 


20c. TIME OF INJURY Month, Day, Yeer 


MEDICAL CERTIFICATION 


21. I ce: 


death resulted from: Natural causes 


< 
3 
0 
5 
‘o 
e 
3 
3 
3 
x 
nN 
& 
= 
= 
z 
= 
: 
he 
3 
2 
3 
o 
“4 
a 
2: 
HW 
3 
o 
2 
2 
iS 
w 
fq 
fe] 
1 
ov 
= 
E 


PADIS 3 


M.D. 


James T, Marsh, M.D. 


200, PLACE OF INJURY (Homa, form, | 
factory, street, offies bldg., ete.) | 


ve, held an Autopsy im 


Suicide 2. 


20f. (City or town] (County) (State) 

t 

Inspe: 
Homicide fei: 

CHIEF MEDICAL EXAMINER [_] 


ASSISTANT MEDICAL EXAMINER oO 


DEPUTY MEDICAL Se 
Addrass (Sireat, city, fown, county) 


Undetelmined man 


DATE SIGNED 


/- 2-66 


REMATION,| 22b. DATE THEREOF 22e. 


REMOVAL (Specify) 1 ie ¢ ¢ eg Cathedr, Al 


or its designated agent, prior to buri 


NAME OF CEMETERY OR CREMATORY 


(State) 


Cemeter 


22d. Seidler (City, town, or country) 
TRE 


23. FUNERAL DIRECTOR 


Kathy L 


p 
i 


4 


ae Y/ Hh Haight FOO 


a) 

aS 
a 
3 


C'D BY REGISTRAR | 24b. M3 oar 'S SIG) 


pare JAN 9 '61 Sota 


24a, 


MARYLAND STATE DEPARTMENT OF HEALTH | 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


478 CERTIFICATE OF DEATH C0475 


= 


= aioe eS 
S 3 ik ithe Rae 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admissian) 
So I. Is 
2 ce a. COUN MARYLAND a. STATE b. COUNTY 
8 O 
£ ° b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
“4 6 RURAL and give nearest tawn) 
ort p 4 
. = yke e yn mos.20 da A R.2 New Windsor 
2 = dd. NAME OF HOSPITAL [If nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
5 = 9 OR INSTITUTION: ON A FARM? 
ey pringfield ate Hospits i} ves fd NOL 
et Li2} g 
*. 3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
x 4 DECEASED | or. 
< 
z 3 {Type ar print) W E, TH 19 
2c - 5. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED fz] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 “ oNoecED f last birthday) [Manths| Days Min 
3 igs Male White [wows 2) O| 3-10 JIL7 a 
s ¢ 10a. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stafe ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
g 3 during mast af warking life, even if retired) 
é = Farmer = U.S.A. 
2g 13.6 5S Se 14. MOTHER'S MAIDEN NAME r 
2 Any REV bs Kh, x 
8 Seem rd osbureh hn ad Lt Co-tAa__ 
= ~ 11S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
{Yes, no, ar unknown), {Uf yes, give wor of dales af service) 
| pda WO Wis = Springfield State Hospital 
Vile. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (€)-] INTERVAL BETWEEN 


INSET A\ 
PART |. DEATH WAS CAUSED BY: paper ola te a 


IMMEDIATE CAUSE (a) i hours —__ 

A290 a | DUE TO 

Cromer ieeny. nie _Atente Coronary Occlusion hours 
gave rise to immediate 


DUE TO 


cause (a), stating the under- 


The law requires that the death cert 


After this certificate has been signed by the attending physician and campletely filled 
page 3 should be detached for use os the burial-transit permit. Then please remave corban popers. Poges 1 and 2 shauld be filed-with_ 


+ 5 
Ss 
ro 
S 
é 
> 
e 
° 
= 
uv 
Hy 
5 
e. 
e 
s 
€ 5 lying cause last. to) i years 
2 2 = Paxr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
ES 5 = 
3 2 A 5a] 
a g 1s D ophnren of el on ne Bepnren pe ves F] Nog) 
se. 5 Cc = ] 200, ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
Z OS e° & | fe eittins NOTIEY wreDicat EXAMINER) 
qe = u " - 
es 3 S 
a 5 & [20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED — [20e. PLACE OF INJURY [Hame, farm, | 20f. (City ar tawn) (County) (State) 
=5 2 ray Hour a.m. While Nat while factary, street, affice bldg., etc.) ! 
zoe 52 2 ie. = 19 Jot wark [J ot work = ' - 
eogee i ; ; 
z = & 21. | eertify that (I) (this haspital) attended the deceased fram__ =A: -.. 1958, ta_1- _161_, that (I) (we) lost 
az , 
Z2¢ 3 saw the deceased alive on 1=2/,. a=) 96. » and that death accurred at’? AM, fram the causes and on the date stated abave. 
a2 3 
= Z2a_SIGNATUR 2%. DATE 
5 38 “a y : 4 heb ATTENDING MED. STAFF SIGNED 
zone : lA a te ltey “A4 M.D. | PHYS. O__bikector O Pes. 2) 1+24-61 
on oe 22¢. PHYSIZFAN’S —— ‘22d. ADDRESS 
meds 4 NAM [ Type} é 
22s Amistiey) ampo __Springfiled State Hospital, Sykesville, M 
3 s 3 a 23a, BURIAL, rea 23b. DATE THEREOF, 23c. NAME OF CEMETERY QRREREMATORY 
a5 PEMOVAL (Specify 3 
= 
eke \deaees |//2x/e | LA VZit2uale 
- & 247 ENERAL DIRECTOR'S SIGI Sb. REGISTRAR'S SIGNATURE " 


Sep @ 
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rs after death. Pages 


by the funeral director, 
Pages 1 and 2 should be filed 
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ied 
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73 
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bon papers. 


Then please rem 


in, or remavol, and in ony eve: 


ransit permit. 


ed by the haspital ar attending physician. 
& TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician ond completely fill 


.OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 


% 


may be 


SE 
a8 
BAe 
wore 
a | 
ge 
os 
2 
8 
ag 
ge 
sé 
as 
£8 
ot 
3s 
ze 
5 
38 
2 
4g 
ie 
an 
° 
at 


TO HOS 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


479 CERTIFICATE OF DEATH C0407 


a eae us ¢: LENCE (Where deceased lived. If institutian: Residence before admission) 
a. Carroll marnano || ° °'4"'Maryland b COONMOL ty SLL 
b. eee dos {IF outside corporote limits, write} c. LENGTH OF STAY IN Tb c. CITY OR TOWN (IF autside corporate limits, write RURAL and give nearest town} 
‘and give nearest tawn) B 
Sykesville 8yrslsdays || Baltimore 
da, Me a gige (If nat in haspitol, give street oddress) d. STREET ADDRESS XN Pi e. fades e as 
INSTITUTION - 4 
gtield State ea 6206 Alameda ~~) V 6 | — "Th ves] No 
3. ane OF First WA Middl Lost 4. DATE Month By Yeor, 
DECEASED OF 
iinetecennn Clara énlem Wagner DEATH i pe 19 61 
5. SEX 6. COLOR OR RACE 7. ee. NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Month: Do: H Mil 
Female White wipoweo E] —_—obwvorceD [J Unknown GEEK BB, [Mort] Devs [Hous [Min 
100. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even iF retired! Maryland U.S.A 
Candy dipper eee wate 
‘13. FATHER'S NAME 34, MOTHER'S MAIDEN NAME 
Abraham Wilhelm Mary Piffer 
re WAS Be Be ae IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
es, 90, OF uaknown) [MF yes, give wor or dates of service) 
| 220-1)-6260 Hospital records Sykksville Maryland 
18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), and (<).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
Horas caustoey,, Arteriosclerotic Heart Disease years 
AO.O mT 
Generalized arteriosclerosis years 
Conditions, if ony, which (bh é 
gave tise ta immediate 
cause (a), stoting the under. { DUE TO 
lying couse lost, (¢) 
5 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Pe pel 
g chizophrenia paranoid type. Bronchopneumonia ves] NO 
& 20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
@ | OR CONTRIBUTING C] CAUSE OF DEATH 
U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
5 
soe es 2 ee eee ee 
o 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, ; 20f. (City ar town) (County) {State) 
a Hour a.m. While Not While factory, streef, office bldg., Sel 
= p.m. 19 lat work [[] at work 


21.1 certify that (I) (this haspital) attended the deceased fromQecL hte 1 tol=15. a 1961_, that (I) (we) last 
pa the deceased alive an_L~l5= Pe 961, fram the causes and an the date stated abave. 
ATURE [eau msers } f 2b. pare 
) ih ATTENDING MED oe STARE 1-35-61 
We S 72d. ADDRESS ; 
ME (Type) J aie gy Gladue Getaen State Hospital. Sykesville ,Md. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town, or county) (State) 
REMOVAL (Specify) 


Moreland Mem. Pk. Balto. Md. 
ADDRESS 25a. REC'D BY REGISTRAR 25b. REGISTRAR'S oa 
loareJAN 1 9 61 Custhen $, Faawe 


2024 Orleams St 
Fr 


MARYLAND STATE DEPARTMENT OF HEALTH 


ol 


gove rise to immediate 
couse (a}, stoting the under- ¢ DUE TO 
lying couse lost. «) 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ¢ av 7 is 
Hy ; 
480 CERTIFICATE OF DEATH G428 
7 ft jan 
s 2 i\ fi 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& 8 Se 0. COUNTY Ry ares a. STATE b. COUNTY 
. 3gN— Carroll Maryland Balto, City 
‘gio 3 b. CITY GR TOWN {If outside corporote limits, write [c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
3 ry RURAL ond give nearest town) = a t § 
° 32 Sykesville l5yrs.limos,23hays Baltimore 26 —YS I — 
ee P22 d. NAME OF HOSPITAL (If nat in haspitat, give stree! address) d. STREET ADDRESS e. IS RESIDENCE 
5 = Ra t ‘OR INSTITUTION ON A FARM? 
2 1S 3619 Everett St. ves ONO Bd 
= o 3. NAME OF First Middle Last 4. DATE Manth Doy Yeor 
3- DECEASED 
=8 (leer Fie) Ma F. Waldman DeaTH = Janua 220 S197 
es 5. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
o* ffs birthdoy) [Months] Doys | Hours] Min. 
2s Female White wiooweo[] __olvorceo fe] | May 28,1911 yes. 
e€ » 10a. USUAL OCCUPATION {Give kind af work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8g during most of warking life, even if retired) 
De 4 Practical nurse - Maryland U.S.A. 
a 2 13.\FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
See unious T.Clark Margaret McGarrity 
= 8 We WAS WS Bie a U.S. ee Leo 4 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= bee cgreriesss) 7 WN yeu g peter alles brfeney . q 
of ° ps - Springfield Hospital Records 
28 1B. CAUSE OF DEATH [Enter only one couse per line for {a}, (b), ond {c).} INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: s * eee as 
Be - OFATT MEDIATE Cause a Mitral stenosis Years 
2: 4, ] 
££ 1 rw DUE TO 
= X 
3 Conditions, if oy, which Rheumatic heart disease Years 
rt 
e 
5 


jat work (1) at work H 


5 fd I. OJHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
&| Schizophrenia, pargo1 e PERFORMED? 
S YES No] 
= 200, ACCIDENT WAS UNDERLYING ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II af item 1B.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 

“| © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
G ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
6 Hote bed ay While Not white foctory, street, office bldg., etc.) | 
= 


1955, :January 22, 161, that (1) (we) last 


15P Mam the causes and an the date stated above. 
‘2b. DATE 


ATTENDING MED. STAFF IGNED 
M.0.| PHYS. DIRECTOR PHYS. I 1/23/6 
22d. ADDRESS 


Springfield Hospital,Sykesville,Md, 


21.1 certify that (I) (this haspital) attended the deceased fram March 7, _ 
saw the deceased alive on_ January 23961. and that death accurred at 


220. SJPRIATURE 
a) pater Lf Cnet 


|. OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


ined by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


z 


% 


the State Board of Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


page 3 shauld be detached for use as the burial-transit permit. 


rit 2c. BURIAL, CREMATION, ] 23b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county] (Gtate} 
g > REMOVAL (Specify) 

oe Buria Jan. 25, 196} Holy Cross Cemetery Hy, 

4 24. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 

VR AIS (4 FLYNN y x 

ve AIS (8) 9 XNN & FLEMING, INC. 1422 Light St. DATE jay 9 4 61 Cathe oo cmee 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ticeatns _ GR PEDICAL EXAMINER'S CERTIFICATE OF DEATH 
Reg. Dist. No 


HEALTH DEPT. | pace OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If ititution: Residence before edmission) — 


@. COUN 
MARYLAND Breer land b. COUN 
b. CITY OR TOWN (tt ovttide corporate limits, write RURAL ¢. LENGTH OF STAY IN Tb 7 oe OR TOWN (If outside corporate ee write RURAL ond give neorest town) 


‘ond give negres! town) 


Westminister 5 yr. Westminister, Md. £ : 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street address) d. STREET ADDRESS e. ON. EARN? 
109 East Main St. == __||__109 East Main St._ bey BES". 
 Fiest Middle OA —s ; ’ Yeor 
Helen E.  __— Watkins Pe a Ses wes a 
$. COLOR OR RACE 17. MARRIED [} NEVER MARRIED | 8. DATE OF BIRTH AGE (in yoors 


White wivoweo f% —_oivorcloO] | March 2, 1880 tent brthgayy 


Oa, USUAL OCCUPATION {Give kind af work dane] 105, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 
jing mast of working lite, even il retired) N 
fe} 


lousewite 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Basil Buxton Charlotte Brandenburg _ 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fhe reer MRP 1 (9 ah, dow mato dates dh ase 
| no___—_—sid| Mrs, Lucy Swartzbaugh Same as 2 _ 


f Health, 


ed for your files. 


yes. 


h form PM3. Poge 5 moy be re 


no 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (c). is INTERVAL BETWEEN 
ONSET ANO DFAT) 

PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 
t} AL) Q ove to 


Conditions, if ony. which (1 

gove rise to immediote coure 

{o), stoting the underlying( DUE TO 
. fe}. 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBU ca TO DEATH | BUT NOT R RELATED TO THE’ iE TERM NAL DISEASE CONDITION ¢ GIVEN IN PART Vo) }19. Rese AUTOPSY 
= RFORMED* 


wil 


TO FUNERAL DIRECTOR: Poge 3 shautd be esed as a burial-transit permit. 


‘fn item 1B. Give Pages 1, 2, and 3 ta the fj 


“s Office alang 


penci 
jiner 


200. EXTERNAL CAUSE WAS 2b. DESCRIBE HOW INJURY OCCURRED. (Entec nature of injury in Port 1 of Port I of item 18.) 
PRIMARY (1 or CONTRIBUTING (J 
CAUSE OF DEATH. 


20c, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, form, 120f. {City or lown) —~—~—~=~=~=«S(Coumy) ~ (Stole) 
Hour 9, m. While Not while foctory, sireet, office bidg., sie Hy 
pom, at work [1] ot work 


21. 1 certify thot | toak charge of the remoins described obove, held an Autopsy a Inspection Px], Inquiry []. ond in my 
opinion death resulted from: Natur, hts as Accident []. Suicide [J], Homicide [], Undetermined manner [] 


MEDICAL CERTIFICATION 


icate, writing the ward ‘pending 


4 should OY forwarded to the Chief Medical Exami 


DATE SIGNED 
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ACTUAL ¢ 4 
b+ /. A Ms re ae re Z ae MD. CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER Y 
EXAMINER'S / . a Yt t, Cf 
NAME (Type) A to * DEPUTY MEDICAL EXAMINER 8 
Po. BURIAL, CREMATION, | 226. DATE THEREOF '72c. NAME OF CEMETERY OR GAEMA Tad. LOCATION (City, fewn, or Pina = Grote) 
: 1- ine ntgomery ” _—_ e-80,__-- 


WER a CTOR’S SIGNATURE ADORE’ 24a. REC'D BY REGISTRAR ab. REGRTRAR'S SIGNATURE 
VS. AISME ' fe“ 
$M 2/57 HK Bo A alee Laytonsvilk, Md. DATE 61 
an AN-19-'61 1 Cathal Kiang 


@ 


execute 


or its designated agent, priar ta burial, cremation, or remaval, and in 


TO DEPU 


MARYLAND STATE DEPARTMENT OF HEALTH 


JON OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


-. CERTIFICATE OF DEATH CE48p 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) ” 


o. COUNTY a. STATE b. COUNTY w 
} Carroll phd ines Maryland 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


RURAL ond give nearest tawn) 
Rural--Sykesville « 1lOm. 27d. Baltimore 


d. NAME OF HOSPITAL (IF nat in haspital, give street address) d. STREET ADDRESS ica e. IS RESIDENCE 
OR INSTITUTION SVU eT | = | ON A FARM? 


Springfield State Hospital 3023 Abell Aveme ves) No 
DECEASED at Middle lost 4. DaTe Month Day Yeor 
(Type or print) Agnes Ellen Weaver DEATH nl 17 96 

S. SEX 6 COLOR OR RACE |7. markieD [] NEVER MARRIED [1] ]®. DATE OF BIRTH 9. AGE Tipe: es eS 
female white — |wiowen pg pwvorceo | 11/7/69 ys. eo | Ze | — nan 


1a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
Pennsylvania USA 


—_ 


y the Funerol director, 


Poges 1 ond 2 should be filed with 


Le) 


hagirs ofter death. Poge 4 


nd 


d completely filled 


Then pleose remove corbon papers. 


: Housewife 
.[ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Rolandus Gross Seifert 
1S. WAS DECEASED EVER IN U, 5. ARMED FORCES? ]16. SOCIAL SECURITY NO. ]17. INFORMANT Springfield Hosp, Address 
(Yes, no. 0 unknown) (UF yas, give war or dates of service) 
| records Sykesville, Md. 


18. CAUSE OF DEATH [Enter anly one cause per line far (0), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (o.___Bronchopneumonia Days 


L } . = DUE TO 

Cohditions, if ony, i w__Arteriosclerotic heart disease Years 
gave rise to immediate 

cause (0), stoting the under- ( DUE TO 


lying couse lost. __ Coronary arteriosclerosis Years 


PaatJl. OTHER SIGNIFICANT INDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEQ TO JHE TERMINAL DISEASE CONDITION GIVEN, PART 1{0)|19. WAS AUTOPSY 
Chrévie brain syndrome SSSUC LEA bed wie Circulatory isturbance, wi’ PERFORMED? 
= . ‘ . a yes no 


=) 


cote be executed within 24 
Ns 


20a, ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED » 208. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | 
pom 2 at wark [-] ot wark 


9 
r 
MEDICAL CERTIFICATION 


21.1 certify that (%) (this hospital) attended the deceased from -. 19.1, thot 0% (we} last 


saw the deceased glive an Al Uae 1961 and fhat death occurred at OO fram te couses and an the date stated abave. 
22a. SIGNATURE 22b. DATE 


HOTU. Cadi MCU co m8" oon HAE = 
22c. PHYSICIAN'S ud. avoress Springfield State Hospital 
Konstantin Weber, M.D =| ——__sS Sykesville, Maryland 


230. BURIAL, ae Ib. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATOR) 23d. LOCATION, (City, town, or coynty! 

EMOVAL (Specify) “ f 5 
(BPR ee eet Gel & a. 
ie DIRECTOR’: f ADDRES: REGISTRAR . REGISTRAR'S SIGNATURE 

: o ew rl hh pare JAN 2 0 '61 Cnthun £ Mauss 


e 
5 
8 
= 
8 
& 
° 
= 
3 
a 
e 
iB. 
s 
£ 
3 
& 
® 
2 
= 
s 
< 
ce] 
3 
2 
=x 
a 
cu) 
rs 
a 
Zz 
a 
= 
3 
< 
« 
fe) 


z 
° 
« 
5 
= 
ES 
2 
a 
2 
& 
3 
2 
£ 
3 
° 
€ 
> 
3 
2 
3 
2 
2 
ht 
ge 
38 
Ra 
Pad 
ao 
o2 
£2 
oO 
Zs 
ge 
o§ 
ne 
On 
SE 
ay 
£< 
fa 
ae 
£9 
g 
Be 
£6 
= 
of 
a 
ae 
~5 
on 
=o 
= 


=e, 


r 


the Stote Boord of Health prior to buriol, cremotion, or removol, ond in ony event, witl 


poge 3 should be detoched for use os the buriol-tronsit permit. 


TO HOS! 


La 
af 
ws 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9 CERTIFICATE OF DEATH neg, vist, wo, 0 VAG j 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


“MD QQ LAND b. COUNTY la iy Q Pol i. 


c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


LJWESTMIVSTER - RILAWK 


ol 


1, PLACE OF DEATH 


eee CG A R ¥ we jee MARYLAND 


EAL 


y the funeral directar, 
ond 2 should be filed with 


ran 4. NAME OF HOSPITAL (IF notin hospital, give street address) J &: STREET ADDRESS 1S RESIDENCE 
40 U, T DV, 4 Locust AVE YES [] No 
. 4 3 eee First 4. yr TE Month 


Pages 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Then please remave corbon papers. 


Middle ost 
Greer LUTI*+ER Site wew7z | 3 shu JANUARY 20 15 bd 
PALE 
10a. USUAL OCCUPATION Boi kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY i BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
UNWITED STATES 
. F, PHER'S NAME, 14. MOTHER F MAIDEN NAME 
, éd| - f A 
f CLAS QQ p~AL 
18. CAUSE OF DEATH [Enter only one couse per fine for (0). (b), ond ay 
IMMEDIATE CAUSE (o} 
a 2/ / DUE TO 
? 
gove rise to immediote 
catse (0), stoting the under- 


5. SEX 6, COLOR OR RACE |7. marRieD [] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In ye years [If UNDER } YEARI IF UNDER 24 HRS. 
WHITE WIDOWED DB vworcen C] lee ef 55 [ ik oo [rye | Ree 
a We? B ro" retired) i URS gery ; D kz LAW D 
I ) Vai lac Tives. bi lec. Froneee aha 
PART 1, DEATH WAS CAUSED BY: 
Conditions, if ony, which rs 
lying couse lost. te). 


Pars Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]I9. WAS AUTOPSY 
( vss(] no 


te has been signed by the attending physician and completely fi 


page 3 should be detached far use as the burial-transit permit. 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING T] CAUSE OF DEATH 
(HF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, a Year Fe INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, fest {City of town) (County) {Stote) 
Hour 0. m. Not sti factory, street, office bldg., etc.) 
p.m. lot eee D ot work 


21.1 es that | attended the ew fram, aa PY IR Ao Ot 1 PF: ERaRRY 19. @4 that | last saw the deceased 


alive ond AIVVB 22, we), id that death accurred ot Bd _-°$-M, fram the causes and on the date stated abave. 
ADDRESS (Stree!, city or town, stote) 4 DATE SIGNED 


14 RiDGE Rast -20-6/ 
(| |EKeS Danie: ft WELL! VEL. D» WESTAMIWSTEL., MO. 


2o. apna Gea % DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. ¢ TION (City, town, or county) (Stole) 
VAL {Speci ify > = 
Gree Rit. 2G tcucttica Ley MOLL Clgttzead, GAs ZL ( 


\\ 123. FUMERAL DIRECTOR’ 4 ADDRESS 5 7) fl tha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs A15(4) Rel i ere oles Pt 1cpreligd VE, pare YAN 2 4°61 Cnthun £ Trak 


MEDICAL CERTIFICATION, 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 haurs after death. 


is necessary, please exe 
Page 4 shauld be 


‘actor. 


ir 
es. 


File pages 1 and 2 with the registrar prior to burial, cremation, 


‘a 


If any 
ith form PM3. Page 5 may be retained for you 


in pencil in Item 18. Give Pages 1, 2, ond 3 ta the fun 
ransit permit. 
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to the Chief Medical Examiner's Office alon: 


rtificate, writing the word “‘pending”’ 
TO FUNERAL DIRECTOR: Page 3 should be used as a buria 


or removal. 


VS. AISME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
GQ @MeEDICAL EXAMINER'S CERTIFICATE OF DEATH | £0482 


ify Ae? OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 


Carroll ° SATE Maryland PEON Bgl boson 
&. CITY OR TOWN a ovitide eorporote limits, write RURAL cc, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 


eel : 
kesville Tyrs.8mos.19dpys _ Baltimore 17 BVOh & 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitol, give street oddress) d, STREET ADDRESS. e. SS 
Springfield State Hospital 1700 Eutaw Place yes (]_ Nox] 
3. pera ed First Middle fost 4. DATE Month Oay Yeor 


‘ype or pia) Edna May Wolf beta = January 2h, 19 6 


5.SEX . 6. COLOR OR RACE |7- MARRIED (_] NEVER MARRIED [MJ] 8. DATE OF BIRTH % AGE (in yeor [IF UNDER TYEAR] 1F UNDER 24 HRS. 
Female White winoweo[] ——vivorceo] | June 22, 1905 cts yn, Bars : 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
ring most of working lite, even If reti 


one - Maryland U.S.A. 
FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Edward Wolf Mary List 


fs. WAS Paki ae ae IN U, S, ARMED are 16. SOCIAL SECURITY NO. }17. Poe ae Address 
jes, “Hi ‘or vnlinown) if yer, give wor or dates of service) 
Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] INTERVAL BETWEEN, 


PART 1. DEATH WAS CAUSED BY: ONSET ANO DEATH 
IMMEDIATE CAUSE (0) __C. ary thrombosis Hours 


4 dO. 7 DUE TO 


Conditions, if ony, which 3) 
gove rise lo immediote couse 

(0), stoting the underlying( OVE TO 
couse lost. TS es 


PART t, OTHER, INIFICANT CONDI |S CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0}]19. Mees Herbie f 
Menai dette ency with out psyenosie . PERFORMED? 
YES a as im} 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury i in Port | or Port II of item 18.) 
CuMse Ee CONTRRUING | Patient fell outor of bed, causing old scar on back of head to 


Aa eS ee a 
'20c. TIME OF INJURY Month, Day, Year [| 20d. INJURY OCCURRED |20e. ee F INJURY Home, form, | 20f. (City or town) (County) (Stote) 
Hour 6. m. While Nol while foctory, street, office bidg., etc.) | 


Ay om: wEilaroia arose Hoopla) ~ LSpeevilie  Getroll “Sta 


21. 1 certify that | took charge of the remains described above, held an Autopsy Ek]. Inspection [9], Inquiry §). and find that 
death resuljey from: Natural causes PY, Accident/[¥~“Suicide [], Homicide [], Undetermined cause []. 


2 ‘ a rk _ CHIEF MEDICAL EXAMINER [7] DATE SIGNED 


SIGNATDS Fass 
Sasa MEDICAL EXAMINER [7] 
a James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER [3 1/25/61 


To. (psy CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, lown, or county) (Stote) 
MOV. 4 specif i ie Zt one) e 
Goria 2941 cernpine Cemeleny alhimg Rt Av 
ry iL DIRECTOR'S SIGNATURE 240. REC'D BY REGISTRAR ‘2db. REGISTRARS SIGNATURE 


ADDRESS: 4 
MANS rent u$ VA ft Evans iden 0 8 KML, Me: Keval vie foate JAN 31°61 cevibon B Kansas 


MEDICAL CERTIFICATION 


